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© The effects of hypnotic induction include 
es intended and unintended behavior, 
and it is the unintended, unexpected con- 
‘sequences. of hypnosis that we are con- 
sidering. The unpredicted aftereffects of 
hypnosis have both scientific and practical 
interest, the scientific interest lying in- the 
light that is thrown upon the meaning to the 
‘subj ect of the hypnotic interaction, the 
practical interest. in the precautions that 
are needed in the use of hypnosis in the 
laboratory and in psychotherapy in order to 
protect the participant from disturbing con- 
‘sequences of such participation. Some tran- 
‘sient symptoms following experiments in 


‘hypnosis with a normal non-patient pop-— 


‘ulation of university students (10) led us 
to examine the sequelae reported. within a 
sample of 220 non-patient university Ss 
(114 males and 106 over two 
(1958-1960)... 


EARLIER REPORTS 
- Before turning to our own date.’ we e wish 


| ‘to review some of the earlier findings con- 


cerning the unintended consequences of 


2 1 Laboratory of Human Development and De- 


partments of Psychiatry and Psychology, Stan- 
ford University, Stanford, California. The labo- 
ratory of Human Development was established 
under a grant from the Ford Foundation. The pro- 
“gram in hypnotic research has been continued with 
the aid of the Robert C. Wheeler Foundation and 
the National histitute of Mental Health (Grant 
No. M-3859). Appreciation is expressed to our 


colleagues for the use of data collected by a num- 
ber of staff members and assistants, in addition to 
_ ourselves. 
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hypnosis. Possible dangers in the use of 
hypnosis, particularly when practiced by 
amateurs and by stage hypnotists, have 
been noted for a long time. For example, 
Schultz (27), on the basis of a questionnaire 
study, uncovered 100 cases of health-dam- 
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aging consequences of hypnosis, including 


such aftereffects as headaches, tremor, and 
neurotic and psychotic. symptoms. 
_. Most of the reports more recently pub- 


lished have addressed themselves to the 


sequelae of hypnotic therapy. Brenman. and 


Gill (1), reviewing pertinent studies, in- 


cluding that of Schultz, believed the dan- 
gers of hypnotherapy to have been exag- . 
gerated. They concluded: “It would appear . 


that in general the actual dangers of em- 
ploying hypnosis are slight when the fun- 
damentals of responsible interpersonal 
relationships are observed. by the hypno- 


therapist; but there is a contraindication — 


when the patient is on the verge of a psy- 
chosis’’ (1, p. 90). 

Their. later experience 
success in symptom alleviation: through di- 
rect. suggestion: “Our experience with this 
technique since our last published summing 


‘up of its applications was largely restricted 


to soldiers complaining of circumscribed 


symptoms of recent origin...Thus our 


records contain many examples of short 
periods of treatment of men in a veterans 
hospital (10 to 15 hours) where by direct 


suggestion various psychosomatic aynip- 


toms have disappeared” (7, p. 340). 
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They mention no undesirable sequelae. 


Unfortunately, no systematic studies or 


case reports on this material are available. 
Those who have emphasized some dis- 


astrous consequences of hypnotherapy (e.g., 


21-24) have usually cited cases of severely 
ill patients, often with symptoms of varied 


kinds and of long duration, commonly (but_ 
by no means always) treated by iticompe- 


tent therapists. The large number of suc- 
cessful cases without reported sequelae, 
and a few striking cases of damaging con- 
sequences, suggest that the present im- 
pressionistic summaries need to be supple- 
mented by more precise definition of the 
total group of patients studied and the 
nature of the aftereffects when such occur. 

Consequences in the period after leaving 
hypnosis are particularly relevant to the 
present study. Most of the cases reported 


are based upon the removal of symptoms 
through suggestions given under hypnosis 


that the symptoms will disappear; thus the 
loss of the symptom is essentially the carry- 
ing out of a post-hypnotic suggestion. Dan- 
ger lies in the substitution of some other 
symptom for the one removed, a symptom 
that the patient can handle less well than 
the original. Appropriate statistics are dif- 
ficult to locate. Extreme cases come to at- 


“tention and are reported, but there is no 


way of knowing how representative they 
are. A handful of such cases can be quite 
impressive; even one case is enough to warn 
that care must be exercised in psychother- 
apy, hypnotie or otherwise. Some cases re- 
ported over the last few years are listed 
in Table 1; details about these cases are in- 
sufficient to show more than that some 
patients treated fer their symptoms by 
hypnosis developed much more severe 
symptoms at some later time, whatever the 


ultimate course of their illnesses. Most of 


the cases had-a fairly long history of ill- 
ness, and the complaint that brought them 
to hypnosis was but one among many; this 
complaint was usually a form of psychoso- 


matic or related symptom, and the most 


commonly reported symptoms that 
developed later were those of psycho ic 


~ states. The presumption is that many >f 


these patients would have revealed 


-chotie tendencies had careful histories be n 


taken; symptom removal in patients on te 


verge of psychosis can deprive such pa-. | 
tients of a major area of ego defense, and is 4 


ill-advised. 

It may be noted that similar results are 
reported for non-hypnotic therapies di- 
rected toward symptom removal. Thus 
Penman (20) showed that new and occa- 
sionally severe symptoms can result when 
tic douloureux is treated by alcoholic in- 
jections in the ganglia to relieve the pain; 
Saul and Bernstein (25) reported that 
chronic weeping was converted to urticaria 
by threatened hospital commitment, with- 
out hypnosis; Menninger (18) described a 
patient in whom a successful gastrectomy 
for peptic ulcer was followed by suicide be- 
cause the painful symptom could no longer 
mask a depressive tendency. | 

In order not to combine various after- 
effects that have different origins and dif- 
ferent meanings, we need to differentiate se- 
quelae that are related to different phases 
of the hypnotic process. Unexpected be- 


havior may occur in the induction phase, 


in the established state (either spontane- 
ously or following some specific kind of sug- 
gestion), or after leaving hypnosis (spon- 
taneously, or in relation to post-hypnotic 
suggestions). To anticipate some of our 
material at this point, we found that there 


may be some effects after the hypnotic ses- 
sion is over among those Ss who have not 


entered at all deeply into the trance state. 


The nature of the hypnotic interaction is. 


such that significant conflicts can be mani- 


fested at any phase, with varied. meanings 
depending upon S’s history, personality dy-— 


namies, and expectations about hypnosis. 
While we are concerned primarily with the 


sequelae occurring after S leaves the hyp- 
notic session, we shall illustrate some of the | 
other effects to keep our results i in context. 
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Adverse Sequelae to Symptom Removal Through | 
Original Symptom Relieved _ “Most Severe Later Symptom* Hepectod Py 
Neurodermatitis Acute schizophrenia Joseh et al. (13) 
Choreiform spasms and jerk- ‘Many substituted symptoms, | Seitz (29) 
|. ing movements -. including nausea and vom- | 
| iting | 
Bulimia (weight, 325 Ibs.) Depressed and suicidal when bittal (28) 
_| Parkinsonian-tremor follow-.| Murderous impulses when | Seitz (28) 
ing attempt to strangle most symptom-free 
Phantom-limb pain “_ Schizo-affective psychosis Rosen (21, 23) 
Severe leg pain Depressive reaction Rosen (22) 
Abdominal pain _ Judged to be suicidal risk | Rosen (22) 
Fear of flying — Personality decompensation; | Meldman (17) 
hospitalized | 
Compulsive smoking replaced by alco- Rosen (21) 
olism 
Back pain following laminec- | Committed suicide a weil Rosen (21) — 
tomy after symptom loss 
| Generalized pruritus | Sexual desire for and homici- | Rosen (21). 
_cidal rage against lover | 
_ who deserted her 
“Spasmodic torticollis Overt homosexuality Rosen (21); Rosen 
y Obese; hypnotized for weight | Paranoid -about physician Rosen and Barte-* 
loss and. delivery who delivered her under meiler (24) 
uneventful hypnosis 
Male | in one, arm Schizophrenic psychosis Roses Barte- 
45-yr. Female Continuing back symptoms | Paranoid psychosis | Teitel 


+ The most severe symptom later reported i is not necessarily the final symptom; occasionally there : 


on complete recovery, and in other cases a return to the original symptom relieved the more serious 
in still other the final outcome is unreported. 


Some kinds of emotional outburst, and 
occasionally bizarre physical posturing, are 

‘reported as accompanying the initial at- 
tempted induction, particularly on the part 
of patients coming for treatment (7, 26). 
These effects, common among neurotic pa- 


tients, are very rare in our non-patient stu-— 


‘dent population; we have seen only two in- 
“stances of. crying. (male Ss) within the 
“samples studied thus far, and have had none 
Involving fainting, exaggerated breathing or 
tachycardia, although we have seen these 
reactions in other cases under other circum- 

stances, 


; the established state 


Various or unsuggested effects 


apart from any. specific suggestions (5). 
Changes in body awareness, in modes of 
thought, release of emotion, spontaneous 
motor expression, have all been reported, 
sometimes characterized as alterations in 
the state of the ego (2). Occasionally S 
goes into a sleeplike state from which it is 
difficult to rouse him (12). 
Specific suggestions within seelaasinte may 
in the appearance of side-effects. 
Turner (31) reported the case of a 40-year- 
old secretary who participated in an experi- 
ment on hypothermia under hypnosis. 
When the suggestion was made that her 
body was becoming cold she had a heart 
pain and reacted violently to it, clutching 
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at her heart. This apeared to be an anginal 


attack. She recalled how, as a child, she had 
been caught in a blizzard and had nearly 
frozen to death. The hypnotic suggestion of 


lower body temperature had reintegrated | 


the feelings of this earlier experience. 

A post-hypnotic suggestion may also re- 
sult in symptoms that develop when the 
post-hypnotic suggestion becomes. acti- 


vated. One such case, described as a minia-— 


ture psychotic storm, was reported by 
Brickner and Kubie (3) as the accompani- 


ment of a simplé post-hypnotic suggestion — 


that produced a superego conflict. 

In summary, various things happen 
within induction, in the established hyp- 
notic state, and after hypnosis, some of 
which can and some of which cannot be ac- 
counted for directly on the basis of the sug- 
gestions the hypnotist gave the subject or 
patient. When therapy is involved, the dy- 
namics of the therapy are superimposed on 
the dynamics of the hypnosis, and there is 
no way sort of further investigations to 
determine what to assign to hypnosis and 
what to assign to the therapeutic interven- 


tion. Careful studies are needed in which 


entire samples of subjects or patients are 
studied with the necessary controls to de- 
termine and to understand the effects that 
are attributable to hypnosis itself. | 


‘SEQUELAE WITHIN A NON-PATIENT SAMPLE 
STUDENTS 

The: sample studied consisted of 

a run-of-the-mill selection from students 
enrolled in introductory psychology at Stan- 
ford University. They served in the hyp- 
notic experiments as part of the course re- 
quirement that called for participation in 
experimentation for a given number of 
hours; while the Ss thus “volunteered,” 
- they did so under a kind of social pressure 

that produced a sample quite different from 
that produced by those who jseek out hyp- 
notic experiences for their novelty, or tg 


come for hypnotherapy. 


have ‘also a true “volunteer” from 
the student body, replying to an invitation to hyp- 


-Qur present study departs from the hy) - | 
notherapy group of cases in two majcur — 
ways. First, the experiments did not invol\e | 


therapy. What belongs to hypnosis is ther: - 


fore senarated from what belongs to treai- _ 
ment for s; mptoms. Second, enduring posi- _ 


hypnotic suggestions were not made to S, as 


is usually the case in symptom removal. | 


‘When sequelae do occur, therefore, they are 


not appearing in combination with directly 
suggested post-hypnotic phenomena. 
All Ss had follow-up interviews within a 


day or two of the hypnotic induction; in 


addition, we invited all Ss to report back if 


there were aftereffects that they noticed 


later. When sequelae were reported, Ss were 
seen again in brief psychotherapy (usually 
non-hypnotic). Examples of comments by 
those whom we have classed as having dis- 


turbing sequelae include: “I was ‘in a fog’ 


for one hour.” “Things were hazy and vague 
for four hours.” Another S continued to be 
drowsy, felt ill the night after the first in- 
duction, and returned the next day in a 
state of acute anxiety over pontienine the 
experiments.* 


The cases who reported any aftereffects 


attributed to the hypnotic induction or the 
hypnotic experience are summarized in 
Table 2. The 17 cases located among the 
220 represent 7.7 per cent of the total; of 
these, only five (2.3 per cent of the total) 
had sequelae that were intense for a few 


hours, at most for several weeks; none per-— 


sisted. No reaction was of psychotic inten- 
sity. The results in this student population 


support the view that, while a routine ex-— 
perience of hypnosis is generally harmless, 


the experimenter (or therapist) should be — 


nosis that appeared in the student hewucanee: This 4 


sample; differed strikingly from that. enlisted un- 


der the arrangements of laboratory participation 


for course credit; the difference between the labo- 
ratory sample and those who come for hypnother- 


apy is an inference from the experience of others. 


and is not based upon a sample in our laboratory. 


_ * We wish to express our gratitude to those stu- 
dents whose’ willingness to participate with us in 


this quest for the causes of their varying reactions 
to hypnosis and whose thoughtfulness in the 
course of that search made this study possible. 
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“LABLE 2 | 
‘Remasien to Hypnotic Induction Among 220 University Students 
Several Headac e Attributed Reaction to Chemical 
to Hypnosis Session Experience* Anesthesia as a Child 
fore highly susceptible | 
x x 
23 xX x 
x 
19 x x 
x | Never anesthetized 
x 
16 x 
14 x a 
Unknown 
10 
10 x 
7.7 2.3 3.2 3 


Gxt low possible aftereffects. It should be 
noted again that our experiments did not 


involve treatment (hence no symptom re- 
moval) , and no post-hypnotic suggestions 


were given that were not removed before S 
left the hypnotic session. Thus, precautions 
were taken against sequelae, and yet some 
ocurred. 

- Table 2 yields pioiea: items of informa- 
jon beyond the’ frequency of sequelae. For 
one thing, the relationship of the sequelae 
to depth of hypnosis achieved is very 
slight. While three of five of the more pro- 


found reactions were among more highly 
susceptible Ss, two of these reactions were 


among only slightly susceptible ones, as 
measured by scores on the Stanford Hyp- 


notie Susceptibility Scale. 4 Headaches were 


*The value of: ‘using a calibrated scale of hyp- 

‘otic susceptibility in studies of this kind is evi- 
‘dent. Later cases confirm the findings here—that 
some very slightly susceptible subjects have ap- 
| preciable aftereffects. The scale, with normative 
| 4 ita, is given in Weitzenhoffer and Hilgard (32). 


reported more » often and dreams were re- 
ported equally often by the less susceptible 


Ss. For this reason we have attributed sueh 


sequelae to the interaction of induction, 
rather than to the experience of the estab- 
lished hypnotic state, although the distinc- 
tion cannot be kept sharp, espeCially for the 
more susceptible Ss. Finally, we have in- 
cluded a column showing the tendency for 
a high proportion of those reporting se- © 
quelae to hypnosis induction to have had an 
unusual reaction to chemical anesthesia as- 
sociated with surgery as a child. By an un- 
usual reaction is meant struggling, the re- 
port of requiring an excessive amount of 


_ anesthetic, extremely disturbing headaches 


and nausea after coming out of the anes- 
thetic. Because: this finding lends itself to 


statistical study, we shall present it first be- 


fore turning to some of the case material. 
Information on childhood experience: with 
chemical anesthesia was available for 125 
subjects. The reaction was scored on a five- 
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TABLE 3 
Sequelae to Hypnotic Induction as Related 
to Childhood Experience with 
Chemical Anesthesia 
Discordant Reaction to Cites 

| None | Some 

High | 16 | io |) (26 

Low or None | 94 5 |}: 99 
110 | 15 125° 


* Excluding cases never anesthetized and those 
for whom information was lacking. 
x 30.4; p 001. 


nee scale, and _only those scored at the 
top of the scale were considered to have had 
a discordant reaction to the anesthetic. This 


group turned out to include 26 of the 125 


subjects. The relationship of sequelae to 
hypnosis is shown in Table 3. Of the 26 
cases reporting extreme reactions to chemi- 


SA _cal anesthesia as a child, ten (38 per cent) 


tion; of the 99 cases reporting more usual 
Si peactions to anesthesia as a child, five (five 


| = per cent) reported sequelae to hypnotic in- 


study. 


~ reported some sequelae to hypnotic induc- 


“duction. Or, stated the other way around, 
ten of 15, or two-thirds of those with hyp- 
notic sequelae for whom the information on 
anesthesia was available, had had unusual 
reactions to anesthesia as children, while 


with those who reported no sequelae to hyp- 


nosis, only one in seven had had unusual re- 
actions to anesthesia as a child. This rela- 
tionship, which is statistically significant 
(p = 001), epee to deserve further 


A statistical finding, such as the non- 
chance relationship between struggling un- 
der ether and sequelae to hypnosis, alerts 
the investigator to search for the circum- 


stances that bridge these events. The proc- 


ess is, of course, a cyclic one, for it was case 
material in the first place that led to the 


statistical .analysis. In the end, the situa- 
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tion will be explained if the adios: per it 
convincing predictions about those, m: st 
likely to show sequelae. All students repo t- 
ing any symptomatology, however min »r, 


were seen by one of us (JRH), with int: r- 


views lasting from a single session to five 
sessions. Therapeutic work was direct ad 
toward understanding the reaction to hyp- 


nosis in the larger context. of the 


personality which made such a reaction pos- 
sible. While the prevalence of disturbances 
of any magnitude was slight, we believe it 
incumbent. upon those experimenting with 
hypnosis to have available psychotherapeu- 


tic resources as a protection both to S and . 


to the scientific enterprise. We shall now 


than does a statistical summary just what 


is going on. Three of these illustrate the © 


direct. relationship established between 
hypnosis and chemical anesthesia; the 


others show a variety of symptoms with a 


variety of antecedents. Because some of the 


Ss are still in college, they are not described 
in detail in order to avoid identification. We 


have tried to serve the cause of scientific 
inquiry by giving salient facts pertinent 
to the hypnotic situation, while safeguard- 
ing individual confidences. To some extent 
this restriction has operated as a limiting 
factor in our discussions of the cases to a 
low. 
i 
I; Joe, with thre headaches in his 
and earlier anesthetic experiences first came 


to our attention in an interview with Joe 


two days after hypnoti¢ sessions. Joe 


The names are,.. course, For 


convenience in referring to the cases they are 
numbered in consecutive order. Three of the cases 
are represented in Table 2, Case 1 being Case 0 
in the table, Cases 2 and 3 beitig Cases N and C, 


respectively. The other three cases are from tlie 


same student body and were initially tested in the 
same way, but they did not come to the laborato-y 
as part of the same experimental groups, and ae 


present six cases that indicate more clearly _- 
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fe sorted: ‘I have had only three headaches 
ip my life. Two of these followed operations 
gid the other followed the last time I was 
Ip pnotized.’”* The first operation, at the age 
of six, was a tooth extraction for which he 
wis given gas; the second, at the age of 9, 
w.s a tonsillectomy under ether. He re- 
pc rted that while on the operating table he 
eculd “‘still hear them counting at 50,” and 
they gave him “three times as much ether 
as they had planned to.” As he put it, “I 
w:isn’t struggling; I just wanted to.watch.” 
‘It is not surprising to learn that Joe was 
D a very susceptible hypnotic S. He scored 
at the 28th centile on both days of at- 
tempted hypnosis, passing three of the 12 


b) pnosis he felt groggy for 15 minutes. Af- 
jer the second day he 1) had a severe head- 
ache which; although it lasted only 45 min- 
utes, was sharply penetrating between the 
temples, “like a needle stuck between 
them’; 2) felt extremely disorganized for 
three hours, and 3) was amnesic most of 
the day: “If someone asked my name, I’d 
he .I couldn’t even 


which was being repaired.” These symptoms 
are interesting in terms of the last hypnotic 
instructions, one suggesting that S would 
be amnesic for his own name, and another 
suggesting that he be amnesic for the pre- 
¢ tests. Joe. passed neither of these 
fests at the time itis his memory was ex- 
tellent). 
In course of the Joe was 
asked whether he could think of any reason 
Why, after being so little hypnotized, he had 
had such an extensive after-reaction. He 


‘Another case made a similar direct: and un- 

‘solicited connection between an isolated earlier 

experience (non-anesthetic, however) and a head- 

ache after hypnosis. This was a female S, whom we 

‘Bhall call Irma,. who. said, “I have had only two 

4 cadaches in my life, one when I was suffering 
high temperature when I had 
per the first session.” 


te sts on each of the days, only those t¢ one 
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was thoughtful: “T usually am in control. I 
wanted very much to be hypnotized. Per- 
haps I wanted to be hypnotized enough 


that when there was no one foreing me I 


slipped into it. I have a notorious history: 


if anyone forces me, I won’t, or I do the op- , 


posite. I would have liked to do the hyp- 
notizing myself, with no one forcing me into 
it... In childhood, I could produce a simi- 


‘lar state in myself by concentrating... I 


was an only child; we made many moves so 


that I often didn’t have friends to play - 
with. When I was alone, I’d experiment—lI 
could think so hard that the noises outside 
would sound distant. I called it self-hypno- _ 


sis. I also experimented with how I felt un- 
der drugs.” | 
We see in this ssesicaatiel lucid statement 


intense, conflicting motivation: a strong 


desire to experience hypnosis, and an an- 
tipathy: to force from outside authority. Joe 


later amplified his statements about his do- — 
ing nothing, or doing the opposite when his 
parents told him to do something; even if. 


he knew quite well that the opposite way 


was very bad for him, he would go ahead. 


Let us turn now to a brief description of 


Joe’s reactions to anesthesia. With the gas - 
_ at age six he experienced disorganization, © 


people spinning around, coming closer or 
going further away; afterward he had a 
headache for 24 hours. As already men- 
tioned, he, required three times the usual 
amount of ether for the tonsillectomy at 
age nine, and the severity of his subsequent 
symptoms may be related to this excessive 
dosage: “I felt really bad for two days. I 
felt the aftereffects of the anesthetic for 
three days more—upset stomach, headache, 
and couidn’t see well.” The year. before 
hypnosis he had had another anesthetic 


experience, this time with Pentothal Sodium 
in connection with oral surgery; after this 


he had no headache, but slept for 24 hours. 
When asked if he could think of reasons 
why his reaction to anesthesia and hypnosis 
might be. similar, Joe replied that it was 
‘““_.. not wanting to lose control, my love of 
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freedom.” We suggest that this shai 
focuses the present conflict as it did the 
earlier conflict over the anesthesia. Is there 
- also an element of redintegration? Does the 
submissiveness demanded by hypnosis re- 
mind S of the submissiveness demanded by 
the operations when he was a child? The 
fear and conflict, the marked reactions of 
headache and disorganization of those days 
were very likely reinstated by gross simi- 
larities between the two situations. 

Joe’s.3s essentially a struggle over induc- 
tion (“to be or not to be hypnotized”), and 
his post-hypnotic symptoms stem from this 
phase of the hypnotic 


Case 2. Howard and the fantasied giant 
hypodermic syringe. 

A dramatic illustration of the actual 
reliving of an earlier experience with chem- 
ical anesthesia was provided by one male S 
who had an anxiety reaction after his first 
experience with hypnosis severe enough 
that a few minutes after leaving the labora- 
tory-he came back for help. He was reas- 
sured by one of us (ERH), and an appoint- 
ment was made for follow-up interviewing 
by another (JRH). No additional sequelae 
were reported, but in the later interview S 
gave an account of what had happened 
within hypnosis. | 
-- Howard said he came to hypnosis with 
an attitude of great skepticism but no un- 
easiness. To him it was all “hocus-pocus.” 
The female hypnotist, Mrs. M, helped him 
overcome his skepticism much more than 
he had ever intended, and he found him- 
self feeling extremely drowsy. What trou- 
bled him most: “I kept seeing a rolling form 
like you would experience if you had been 
washed under a large wave. A blackish, cy- 
lindrical form, vaguely cylindrical. The cyl- 
inder was always in this direction [S demon- 
strated], swirling, rotating on its axis, these 
grays and black mixing, Tumbling, rolling, 
as though being rolled on a wave.” He 
showed the size of the cylinder, which was 
about one and one-half feet long or possibly 


more. After describing the he ac 
suddenly that he had forgotten to tell Ms. 
M that he was still drowsy vans she told 
him to wake up. 

Later, in reply to the 
about anesthesia, S told of having broken a 


leg in a fall at age 13. In the course of hay- — 


ing the fracture set he had had two hypo- 
dermics. He had perceived the first syringe 
as of normal size, and the injection had pro- 
duced only dots on the ceiling and a swim- 
ming sensation before his eyes. He had 
needed an additional amount. This second 
syringe he recalled perceiving as a “syringe 
two feet long and six inches in diameter. The 
last thing I could remember.” The hands 
holding the syringe were distorted in size— 
very large. When Howard was asked if there 
were any parallels in the hypnotic experi- 
ence, he mentioned the “cylindrical body ... 
it was vaguely in the same position, sloping 
down towards me.” Quite surprised as he 
continued the comparison, he concluded that 
the eylinder he saw in hypnosis was the 
same size as he had “perceived the second 
hypodermic needle: “Both were about 2 feet 
long. I was on my back and only saw it .... 
approximately the same proportions... ap- 
proximately the same angle . .. the right end 
of the cylinder was not well defined.” 

In retracing our steps, we find great in- 
terest: in S’s associations after he had first 


described the cylinder. He noted he had con-. 
‘tinued to remain drowsy after the hypnosis 


was over. Was this related to the way he 
had remained drowsy after his experience 
with the second syringe at age 13? He also 


described the hypnotic cylinder in terms of 


its tumbling around, on and under waves; to 


denote his state of equilibrium at the time 


of his second injection, he had used the 
phrase swimming sensation, which can so 
‘clearly be related to waves. As to both his 


initial surprise at seeing the similarities and 


his later conviction about the similarities, 
there is little doubt that this was a genuine 


redintegrative experience. Howard’s mother, 
who had been with her son at the time of the 
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op2ration, confirmed his account of the ear- 
lier experience when we asked her to come 
in for an interview. 
Part of Howard’s conflict which he 
brought to the anesthesia-operation situa- 
tion and to the hypnosis involved his re- 
& tion of outside control. He and his mother 
sp ake of his extreme stubbornness. When he 
cane to hypnosis he had no intention of 
being hypnotized. We hypothesize that two 
ei: cumstances changed this picture: 1) He 
found the hypnotist, Mrs, M, a warm and 
motherly person. (As an only child, aceord- 
ing to his mother, he had been “petted and 
spdiled.”) 2) As he relaxed, the hypnotic sit- 
uation received powerful reinforcement from 
that earlier situation of passivity when the 
: second hypodermic had insured his co-oper- 
ation. As the visual image of this syringe re- 
curred he relived the cdercion, with resulting 

owsiness and feelings of panic. | 

The case mentioned earlier, where hypo. 


redintegrated an experience of near- 


freezing i in childhood (31), shows similari- 
ties to Howard’s. One S in our series had a 
reaction associated with an earlier loss of 
consciousness caused by heat exhaustion. 
Some years before, Ann had experienced yel- 
low waves while prostrated with heat. Dur- 
ing, the hypnotic experience she saw ‘these 
same yellow waves but, unlike Turner’s case, 
* not relive any in 


= Case 3. Dorothy, with jad. symp- 
toms as sequelae. 

Dorothy _ illustrates ‘the ‘spontaneous 
‘symptomatology which can ensue when mo- 
tivation for hypnosis is high enough for it 
bo take place in an S who ordinarily does 
‘hot, relinquish control. The material sug- 
ps a relation to earlier anesthesia. 


_ Dorothy showed marked symptoms is- 


Dine from her submission in the established 
‘state: complaints of hysteroid symptoms 
| F ter hypnosis, including occasional dizzi- 
Pa and numbness in arms and legs ance 
down. 


er participated in some of the | 
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advanced tests the hypnotist that, 
when he reached the count of 15, she reacted 
with nervousness. Afterward, in the inter- 
view, she showed confusion as to the count- 


_ ing that had actually been done. Asked later — 


about operations, Dorothy replied that at 
age six she had had a tonsillectomy with 
ether as the anesthetic. When she was told 


that she should try to reach a count of 20 
she tried very hard but “got to 15 or 16, 


went off and remembered nothing.” This ex- 
perience has recurred to her many. times — 
since, how she tried to reach 20 and got only — 
as far as 15 or 16. She has been told that — 
while under the anesthetic she kicked and 
reacted so violently she had to be held down. 
Her preparation for the tonsillectomy as a 
child involved no mention of the approach- 
ing anesthesia:. she had waved goodbye 
gaily to her parents—then the advent of the 
ether took her completely by surprise. 

One of the advanced tests was hand anes- 
thesia. She said that, in hypnosis, ‘‘anes- — 
thetizing my hand was the most vivid of all 
the experiences.” As the hypnotist was test-. 
ing her hand with pins, she: had the thought 
that anesthesia could “spread to my arm, 
other hand and arm, all over.” Do we see 


here a generalization potential typical of © 


ether anesthesia and not of. what. should 
have been circumscribed hand anesthesia? 
Dorothy, who had marked verbal facility, 
displayed her conflict over anesthesia in 
still another way: she asked the interviewer 
how to pronounce ‘anesthetize,” saying that 
though she had used the word many times 
she ‘always stumbled over it. 

During the hysterical attack which fol- 


lowed hypnosis by a week or so, and which 


was in some ways related to it (but with 
other precipitating factors also operating), 
Dorothy said her major symptom was the 
feeling that her. hands, arms, legs and 

mouth were becoming numb and anesthe- 


tized. We see how these symptoms carry 


out the thought she had had when her hand. 
was. anesthetized in hypnosis. In the fact 
that she added her “mouth”’ to the list, do 
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we see some reflection of the earlier opera- 
tion for a tonsillectomy via the mouth, and 
the ether mask which covered it? 

This S, coming from a home where indi- 
vidual freedom was emphasized and where 
correspondingly less emphasis was placed 
on discipline and conformity, had had a 

childhood more like our less susceptible Ss 
than our more susceptible ones. Hypnosis 
threw her into conflict because she had to 
submit to authority to have the novel ex- 
periences she was always seeking. She sub- 
mitted and scored above the 90th centile. In 
describing herself, Dorothy spontaneously 
mentioned how she liked to be in control of 
all situations: ‘I hate giving up leadership, 
the control...” When asked why, then, she 
let herself submit to the control of the hyp- 
notist, she replied, “Curiosity. Intense cu- 


riosity about hypnosis. I wanted to know. 


In a process of thorough investigation, you 
experience it.” This trait appeared in other 
situations, ¢.g., if she was curious about 
mountain climbing she would see to it that 
she climbed the mountain even if it was 
dangerous and meant some risk to her life. 
She spoke of her will to do, the “I’m going 
to be hypnotized” attitude with which she 
came to hypnosis. At the time she didn’t 
visualize the: degree of loss of control: 
“Later I realized I didn’t like it.” 

Dorothy idolized and idealized her father 
who was a very able, forceful person; she 
both identified with him and was close to 


him. She was not interested in boys her own 


age—they could not “measure up.” In such 
a setting of Oedipal attachment, hysterical 
symptomatology frequently takes place. The 
hypnotic situation, with its emphasis on the 
passive role and submission to a male hyp- 
notist, mobilized sexual desires as well as 
defenses against them. Conflictual feelings 
over sex, as well as conflictual feelings over 
eentrol, are reflected in the symptoms of 
numbness stemming from earlier experi- 
ences, including that of anesthesia. | 
The symptoms closely related to hypno- 
sis were cleared through several psychother- 


apeutic: sessions, so that there 10 
lingering effects of the experience with hy »- 


Case 4. Margaret, whose later 
tions reinstated the hypnotic suggestions. 

The fact that a suggestion has been given 
under hypnosis, responded to (or not te- 
sponded to), and then removed prior to tie 
termination of the hypnosis does not gu:r- 
antee that there is no residue from this sug- 
gestion. Margaret was disturbed the night 
following hypnosis by the buzzing of a fly 
that she knew to be hallucinatory, and by 
hearing someone call her name when no one 
was near. At the termination of hypnosis 
her memory for all experiences had been re- 
viewed; she had known that the fly hallu- 
cination was one of the tests, and that in 
another she had been supposed to hear some- 
one calling her name. During the hypnotic 
session she had reacted to the fly and passed 
this test, but when she was interviewed the 
next day she had apparently repressed this 
experience, for she insisted she had not re- 
acted at all to the fly. Near the end of the 
hypnotic session she had heard a voice call- 
ing her name when the hypnotist was count- 


ing for her to wake up: “It seemed silly to . 


answer, so I didn’t.”7 Margaret had a need 
to please others and to fulfill their wishes. 
Her reaction to unfinished business: “I have 
a guilt feeling if I haven’t done something I 
was supposed to do . .. Something must hap- 
pen if it’s supposed to happen.” At the same 
time she was very reality-oriented, and the 
hallucinatory items threw her into conflict: 
she reacted to the fly, but repressed the 
memory of having reacted so irrationally; 
she reacted reluctantly to hallucinating her 
name as being called, and failed this test in 
the eyes of the hypnotist. Thus her conflict 
was over unfinished business, over not be- 


ing able to fulfill the wishes of the hhypno- 
™Phe post-hypnotic hallucinated Yoice is pert 


of the Friedlander-Sarbin scale that was being use 1 


in a modified form | at the time Margaret was a: 


tested (6). 


: 
: 
nosis. 
= 
> 
; 
/ 


| 5: as to items which were ego-alien because 
J the degree of their unreality. At one 
po nt, in describing her relations to teachers, 


she: said, “At school, if a teacher told me to 


do something, I had to go home and do it.” 
Is shat essentially what she-did that night in 
re: ponse to the commands of the hypnotist? 
Pe rseveration may occur in the midst of 
su-h! compulsivity. After this interview, 
We Ss hypnotized again, this time. by a senior 
ste ff member, and was told that she had 
fo ly completed the job, to her satisfaction 
and to ours. When seen later she had had 


ing smaller as she left hypnosis. 

- Barbara participated in the pre-test of 
another seale that included an age-regres- 
sion item. She failed to respond to the sug- 
gestion to regress within the hypnotic state 
but, returning home after the hypnotic ses- 


sion, she suddenly imagined that her body - 


was shrinking in size. In an interview the 
next| day she described it in the following 
terms: “I had an actual physical sensation 
of shrinking. It seemed odd that the objects 
around me stayed constant. The change in 
my size was so real that I thought the ob- 
jects should change too.” She had shrunk 
to about half her actual size and she felt 
somehow that the angles of the roof and 
other objects around her-should be viewed 
through the eyes of a small person; instead, 
she was still looking at the objects around 
her from the angle of one who was tall. She 
found this shrinkage and incongruity an up- 
setting experience, tried to turn it off, and 
di scovered that she could. Then she decided 
it had been so interesting she wondered. if 
she eould turn it on again. Trying, she im- 


mediately became half size. She altérnated 
few times. At the very end she became dizzy 


= ’ Another female student, Ellen, driving her car 
home alone from a hypnotic session in which, al- 
though fully co-operative, she had not shown her- 
tclfé to be a very good S, was troubled by the voice 
the hypnotist talking to her as she she 


Case 6: Barbara, 


‘SEQUELAE TO HYPNOSIS 


and felt some loss of equilibrium. The whole 
experience lasted about three minutes. 

What thoughts preceded this episode? 
When S was asked this, she replied that, just 
before this experience occurred, she had 
been thinking of the hypnotist’s question as 
she finished writing her name. She had been 
asked to write as though she were back in 
the second grade: “He asked me if I had 


become any smaller. I. hadn't: but 


maybe I did it later.” 

In this S there was a conflict Dealeleein bea: 
ing very responsible and being a earefree 
child again. At home, as the protected child 
of much older parents she had been asked to 
do very little, and much ‘had been done for 
her. Good grades at school in a small com- 
munity had come easily. At college, adjust- 
ment had been more difficult, and winning. 
friends and making good grades todk more 
effort. She was trying to make that effort 
and to be responsible. At the same time the 
wish to regress—1.e., to return to the easier 
life of childhood—was a strong one. The de- 
fenses against such regression had been 
built up as S had realized the gee for 
being on her own. - 

In the overall regression demanied by 
hypnosis, Barbara responded in only moder- _ 
ate degree, scoring at the 50th centile for 
the test as a whole. We believe that the spe- 
cific demand for age-regression touched her 
intense wish in a way she was unable to re- 
sist. Hence in her subsequent unconscious 
response to the hypnotist’s asking-her if she 
felt. smaller, she relived briefly her — to 
be a little girl again. 
| Barbara’s experience both per- 
severative and redintegrative processes. The 
perseverative question (Do you feel 
smaller?) recurred because it had touched | 
on a deep facet of the personality; what was 
redintegrated was not a specific experience 
sey a way of life (being: a child ses 


The ease of redintegration which we re- 
port. now is of more than average interest in 
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our series; because of the emotional out- 
burst whieh occurred during the induction 
phase. Although catch glimpses of 
symptomatology related to induction in the 
sequelae that have here been our primary 
concern, we rarely see symptoms during in- 
duction in this group of non-patient college 
students. Dick was a member of the special 
“volunteer” sample mentioned earher. When 
the hypnosis followed a standard -procedure 
with suggestions that the eyes would close, 
Dick not only closed his eyes but shut them 
very tightly, became markedly tense and 
began to shed tears. Sighing, moaning, sob- 
bing, clenching his hands into tight fists 


and setting his jaw followed in rapid order. . 


When roused from the state he immediately 
calmed down, associating his reaction to 
“fear or some sexual reaction.” Although the 
session was carried through to £ompletion 
with his willing co-operation, he was unable 
to re-enter hypnosis, and failed to respond 
to the hypnotist’s specific suggestions. 
Dick told the interviewer, “I really 
wanted to be hypnotized. He [the. hypnotist] 
says, ‘Relax,’ and I’m tense. I kept think- 
ing, ‘What if this doesn’t work ...’ He says, 
“Your eyes are closing’...and I felt relief 
that they were closing. But they kept on 
closing tighter and tighter... I thought, 
‘I’m not going to do it.’ It was such an in- 


tense emotional experience.” When the hyp~. 


notist asked him what it felt like Dick said 
he didn’t know. One thought was ‘of sex, an- 
other was of fear... “When you're really 
frightened.” Dick in an associ- 
ative way to say he used to be so frightened 
of spiders. This hypnotic experience re- 
minded him of experiences “when you re so 
frightened you can’t move.” | : 

After further discussion he was asked 
about. times when he had ‘been disciplined. 
As he talked, it was as: though a light 
dawned. The stance which he had assumed 
in hypnosis was like that when he had 
tensed, expecting the blows of his mother. 
As he sat in the chair in front of the inter-_ 
_ viewer he tensed his face, body and hands 


the. way ‘he always had when hee blows were 
about ‘to. fall or were falling on him. I lis 
eyes were closed tightly with the utmost -f- 
fort, his jaws set and his hands clenched. ‘Ie 
tried it several times. “Just the way I was in 
hypnosis,” he said in a startled way. He ce- 
scribed the beatings: ““You stand there, 
you’re really mad, you can only get beaten. 
First would come the tensing. I’d be caught 
in a corner and there’d be no time to run.” 
As a boy S had always tried to run away, 
but this usually had been impossible, since 
his mother waited and cornered him. The 
father had been a stern disciplinarian but 
did not corner him as his mother did. | 

. When the interviewer returned to Dick’s 
sathy statement that the hypnotic experi- 
ence reminded him of sex, he was puzzled, 
and said it had been a passing thought he 
couldn’t explain. In a number of subsequent 
interviews with this S it became clearer that 


the sadomasochistic relationship between | 


parent and child, as reflected in the beatings, 
was recognized unconsciously as combining 


love and hate. His mother started the se-_ 
‘vere punishment, but Dick came gradually 


to be provocative to have this attention, 
which: was a major source of her interest. 
He described the situation when he was 
older: “If my parents told me to do some- 
thing and I didn’t want to, I would say, ‘No.’ 
They said, ‘Yes.’ I might say, ‘You can hit 
me but I’m not going to do it Then Pd get 

The indution of. being ex- 


pected to submit to the domination of an- 


other person while ‘seated in the corner of a 
small room reinstated a large segment of 
past experience vis-4-vis authority: With a 
faithful reproduction of reactions to author- 


ity shown as symptoms, this case adds to 


our knowledge of how the induction phase 
may represent primarily a oe re- 


} 


been by. a general 


4 


we have sought to show, on the one hand, 
‘continuities between early childhood history 
and what happens in the present within 
‘hypnosis, and, on the other, what it is about 


t 1e present hypnotic interaction that 


‘gilts in the phenomena we observe, In an- 
‘other series of cases (11) we. have shown 
some of the childhood experiences that are 
‘conducive to hypnotic susceptibility ; some 
‘similar considerations bear upon - the ocea- 
sions for sequelae. As the case reports have 
jndicated, sequelae result primarily from 
conflict between opposing tendencies. Be- 


cause the specific aberrant responses are 


often traceable to childhood experiences, we 
gain some support for the more general the- 
“ory that typical responses within hypnosis 
‘may also be traced to ane from 


‘childhood. 

Conflicts resulting in include 
‘those that arise in the induction phase and 
those that arise in the established state. Dis- 


tinguishing features of the induction’ and the 


_established phases have been emphasized 
by many writers (7, 14, 15). Consequences 
“may be found at any time, either within 
hypnosis or after the session is over, as the 
above cases have shown. 

wduction phase in relation to. 
“quelae: The induction phase involves the 
_ gradual relinquishing of control to the hyp- 
‘notist, which brings to the fore whatever 
unresolved problems the person has with re- 
: spect to authority. If there is some resent- 
: -ment.of or resistance to authority, this op- 
poses the accepted contract to co-operate 
_with. the hypnotist, and the resolution of 
this conflict. can take several forms: failure 
to be hypnotized, symptoms within induc- _ 
_ tion, or sequelae. The symptoms may arise 
as redintegrations of childhood experiences 
of which the circumstances. of hypnosis 
_ serve as reminders; this is one meaning of 
regressive transference within hypnosis. 


Let. us examine the kinds of experiences 


within the induction phase a little 
more closely. First, with non-patient sam- 


SEQUELAE TO HYPNOSIS | 


ple of university students the bduction 
phase is usually uneventful. This means ei- 
ther that the authority conflicts are not se- 
vere, or that. the conflict is resolved through 
not becoming hypnotized and without guilt — 
about the failure. Second, those who in this 


population do become disturbed in the in- 
duction phase have generally been shown to 


be reliving some earlier conflict with au- 


thority, or some overpowering experience 


that evokes fear. Among the cases are those 
of the boy who defied authority by not be- 


coming hypnotized, as he had defied author- 
ity by not going under to a normal dose of 
ether; he then proceeded to have the expe- 
rience he wanted by hypnotizing himself 


after the session was over. The boy who re- 
acted with clenched fists and tears rein- — 
stated his defiance and fear of punitive par- 
ents who cornered him, as he was now 
cornered by the hypnotist. : 

There are many subtle relationships here 
that..call for a more detailed theoretical 
treatment. at some later time. Childhood 
omnipotence becomes curbed or handled in 
various ways, and these resolutions are 
likely to be reflected in hypnotic induction. 
To some extent the curbs imposed by au- — 


_ thority within initial induction are situa- | 


tional and not personal, so that, no matter 
who the hypnotist is, there is a kind of im- 
mediate readiness to react with familiar pat- 
terns—what Macalpine (16) has called a 
“transference readiness.”” When the induc- 
tion phase proceeds without conflict, it may 
have one of several outcomes: if the subject 
is afraid of becoming passive or submissive, 
and has no strong need to become hypno- 
tized, then he is comfortable to find that he © 
cannot be hypnotized; if he is unconflicted — 
about seeking a passive relationship, he may _ 
become hypnotized and enjoy the indulgence 
of the hypnotist’s. attention; if his desire 
for new experience is strong, and he has no 
doubts about his own powers, he may turn 
hypnosis into an adventure in which he 
makes the hypnotist his servant in leading | 
him into experiences that transcend the nor- 
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mal. Thus no one kind of person is suscepti- 
ble or insusceptible to hypnosis, and the 
hypnotic state does not have the same mean- 
ing to all hypnotizable subjects. | 
The question can be raised as to why neu- 
rotic patients coming for psychotherapy, in 
contrast to our group, are reported to show a 
high frequency of disturbance during induc- 
tion. Perhaps a conflict is engendered be- 
tween strong motivation to submit for the 
sake of symptom relief and long-standing 
attitudes against authority. We consider 
this a possibility, too, in the psychiatric res- 
ident group with whom Gill and Brenman 


(7) worked. They mention that emotional 


reactions were particularly apt to occur in 
residents who were seeking some benefit, 
such as a psychoanalysis. The motivation 
for hypnosis of these Ss may have been 
heightened by hope either of help with per- 
sonal problems, or of help toward profes- 
sional advancement (psychoanalytic train- 
ing being at a premium); this motivation, 
conflicting with their attitudes toward au- 
thority, then may have given rise to such 
emotional upsets as crying as they at- 
tempted to curb their resentment over the 
submission. In our systematic sampling, 
students were rarely motivated by circum- 
stances over and above the credit received 
as a laboratory requirement for a definite 
amount of time—so we were not dealing 
with special pressures to overcome their nat- 
ural inclinations. Mild conflictual reactions, 
instead of showing as responses during in- 
duction, can be postponed and appear after- 
ward in the form of headaches or dreams. 
As already indicated, some Ss handle the 
conflict over induction by not becoming hyp- 


notized, thus retaining control. Others make 


a smooth transition to the hypnotic state, 
possibly through some kind of dissociation 
or fractionation of the ego. Still others show 
compromise reactions, of which the sequelae 
we report may be an indication. Sequelae 
are not the only defenses against hypnosis 

——€.g.; one boy who reported that at age six 
2 had required a double dose of ether also 


failed his first appointment. Aalshate aske | 
innumerable questions of the hypnotist an | 
thereby retained control. We reported the 
case of the boy who reacted by resistin: 
hypnosis, but hypnotized lates, 


showing mild sequelae. 


We are making the that the 
induction phase is responsible not only for 
events observed within induction, but also 


for sequelae that follow rather unsuccessful 


inductions. For example; the dreams re- 
ported as an aftermath of hypnosis were 
frequently those of Ss slightly or, at most, 
moderately hypnotizable. In the two initial 


sessions no suggestion was made to dream 
during hypnosis or post-hypnotically. For 
the most part, the students who related their 


dreams to hypnosis had these dreams: on 
the following night or nights; one S, how-— 
ever, fell asleep after returning to his room. 
immediately after hypnosis and had such a 
vivid dream that he came back to the lab-. 


oratory to tell us about it. The transference 


and regressive features of these dreams are 
striking, and are consistent: with the inter-_ 
pretation that the attempted hypnotic in- 


duction stirred up early conflicts relating to 
authority (parental) figures. One student 


began to dream again of a dead father about. 
whom she had not dreamed for several 


years; another dreamed about nearly-for- 


gotten grade-school events. Another S re- 
ported that a recurrent childhood dream had 


suddenly reappeared after hypnosis: “I 


dream that I am blind, but can distinguish 
slight degrees of light around the edges of. 
solid forms: I can’t stand up and nobody 
will help me.” It is interesting to conjecture 
that any weakening of repression would 
show first in dreams, because regressive ex- - 
periences' are best tolerated there. The 
highly hypnotizable S, able to tolerate sub-— 
mission and regression, does not, require a_ 
dream to deal with what was stitred up in 
the induction; the less hypnotizable S, re-— 
ssting hypnosis despite his desire to co- 
operate, is left with unfinished 


which may motivate the dream. —— 


| 
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"SEQUELAE TO HYPNOSIS. 


‘The established hypnotic state in relation 
i to sequelae: The established hypnotic state 
yepresents one resolution of the conflicts 
‘stirred up in induction, and even those who 
4 o through a period of disorganization, un- 
‘controlled affect and disorientation may 


“,.chieve a new and satisfactory integration 


\vithin the established state. This is de- 
‘seribed by Gill and Brenman (7) as the for- 
jaation of a subordinate but integrated ego 
structure, a subsystem within the ego. New 
‘conflicts may, however, be stirred up within 
this state. Some of them take the form of 
‘conflicts over reality orientation, as the hyp- 
‘notist suggests departing widely from real- 


Sty, either as perceived cognitively ( €.9., 
‘positive and negative hallucinations), or as 
“interpreted morally (e.g., in violation of 
‘conscience or acceptable social conduct). 


“The student of Brickner and Kubie (3), told 


to violate a simple social convention, re- 


sisted for 34 minutes after arousal from hyp- 
“nosis. During this period he experienced 


“nausea which, however, cleared as soon as 


he completed the post-hypnotic assignment. 


“The authors observed that parents operate 


as unwitting hypnotists, giving commands 
‘that the child incorporates as an internal 
-“must” system. When the hypnotist makes 
‘demands that run counter to these early 


_ superego figures, the result is a conflict, with 
_ concurrent symptoms. In the regressed state 
“some defenses are weakened, and sugges- 
_tions to regress in age or to recall early 


_ memories may revive traumatic experiences. 


4. 


The continued passive-dependent relation- 


_ ship to the hypnotist is also likely to stir up. 
_ sexual anxieties, overt or covert, especially ; 
among those troubled about passivity. 


The problems activated by the specific 


_ suggestions within hypnosis are often rather 


_ obvious, as when S relives emotionally an 
- early traumatic experience stumbled upon 
_ more or less by- chance (e.g., Turner’s S who 


_ had once been terrified by near-freezing and 


_ had anginal symptoms following suggested 
_ hypothermia). One of our Ss was greatly 


[= been permitted in age- 
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regression to play again with pet dog that 


had been lost in her childhood, because the 
experience was cut short and the dog taken © 


‘away from her as abruptly as before. The 
conflicts stirred up by the general nature 
of the hypnotic relationship are more diffi- — 
cult to assess, and it is these upon which the 
‘sequelae sometimes throw light. Case 4 in 
_ our series had the kind of reality-orientation _ 
that made her reject the hallucinatory ex- — 
perience while in the established hypnotic | 
‘state, yet produce it when alone at home be- 
cause of the other pole of her conflict: the 
need to please. A second S (Case 5), because 
of her fear of her need to regress, failed to 
‘regress in age in response to suggestion in — 
hypnosis, yet found herself becoming child- 
sized when she left the laboratory. A third 
JS (Case 3) reacted with thinly disguised 
sexual responses after the sessions were over. 
‘We believe that these responses represent — 
later resolutions of conflicts engendered 


within the trance state by the nature of the 
relationships there; several Ss ‘made re- 
sponses after the session ended that re- | 
flected specific suggestions made within the | 
hypnotic ‘state. These responses, delayed 


‘until the session was over, could just as well — 


have been made within hypnosis except for — 


the conflicts over interpersonal relationships 


that were heightened in the ered of the | 
hypnotic state. | 
used in describing what was happening — 
within induction and within the established _ 
state, most of what has been said 
equally well be translated into the lan- 
guage of learning theory. The main point is 
that there is continuity between early expe- _ 


riences, later experiences ‘outside hypnosis, 


and those evoked within hypnosis. If these 
other experiences are considered to be hab- 
its or memories, the likelihood of their rein- | 
statement will depend upon similarities be- 
tween the present situation and those — 

eatlier situations in which the responses oc- 


curred. Our specific findings—that difficult 


experiences under chemical anesthesia tend 
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to be associated with troubles within and 
following hypnosis—can be explained par- 
tially on this basis. Redintegration,: ex- 
_plained in terms of learning theory, requires 
that an S capable of these experiences. be 
presented with cues similar to ones to which 
he has responded in the past; then there is 
a high probability he will respond similarly 
in the present. The experience of chemical 
anesthesia accompanies surgery, and the 
combination is no doubt a frightening ex- 
perience for a child. We need to study in 
more detail the. critical ages when such ex- 
_ periences. prove disturbing, and to gain more 
information about the operation, the prep- 
aration for it, and the outcome.® We need to 
find ways of determining to what extent the 
connection betwéen these experiences and 
hypnosis rests upon a common personality 
background brought both to surgery and to 
hypnosis, and how much the connection de- 
pends upon the evoking of residues of the 
surgical experience itself, To the extent that 
some of the Ss were extremely resistant to 
the chemical anesthetic, and required ex- 
cessive doses, we nray suppose they brought 
to that earlier experience the kind of resist- 
ance to loss of control that they brought. to 
hypnosis. To the extent that the counting in 
hypnosis reminded them of the counting in 
the earlier experience, we may conjecture 
that some residue of that experience could 
be reactivated in the present. Occasionally 
a S spontaneously related aspects of hypno- 
sis to anesthesia. One, who reported strug- 
gling against ether at age seven, described 
the hypnotic experience thus: “I felt. light- 
headed as if breathing ether.” 

Other experience revivals within henna 
sis can be understood on the same basis. 
Generalized conflictual attitudes, such as 
those toward authority, are also amenable 
to understanding in terms of learning the- 
ory, as developed, for Miller 
(19). 


ences while under anesthesia raises additional in- 


We believe that our general statistical 
findings and the case materials, taken to- 
gether, show that sequelae to hypnosis are 
fruitful in the search for the meaning of the 


hypnotic relationship to S. The power strug- 


gles within our non-patient population are 
undoubtedly milder than those that are met 
in therapy with neurotic patients, who arc 


_ clinging to symptoms at once gratifying and _ 


disturbing. It would be highly desirable to 
have for a patient population the same kind 
of information that we have sypers ma 
non-patient population—that i 
tion on degree of 

reactions within induction, within 
lished state, and following nreepey for all 
of the cases treated. : 


> SUMMARY 


The literature on the aftereffects of hyp- 


nosis is lacking in statistical studies that re- 
late unexpected or unintended consequences 
to the total population from which the cases 
are drawn, Fifteen cases from the literature 
of the last few years show that symptoms 
may develop after hypnotic symptom re- 
moval which are more severe than the origi- 
nal symptoms, a number being of psychotic 
intensity. They appear, however, chiefly in, 
patients with a long history of | illness, and | 


perhaps showing psychotic trends prior to 


the therapy ; there is no way of knowing the 
total sample from which they are drawn, or 
to what extent the consequences are deter- 
mined by ill-advised techniques of psycho- 


therapy rather than with hypnosis as such. | 


Symptom removal by techniques other than 
hypnosis occasionally has conse- 
quences. 

It is well known that responses 
may occur within hypnosis, other than those 


suggested by the hypnotist. They may occur 
within the induction phase, within the es- 
tablished state (either as a general mani- 


festation or as a response to specific ke 
of suggestions), or after leaving hypnosis — 


(whether or not related to specific 


~ 


=> 


‘ 
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| The study is concerned with the 
s quelae to hypnosis in a non-patient sam- 
p'e of students coming to the laboratory for 


ac ientific purposes, so that neither therapy 
por persistent post-hypnotic suggestions. 


were involved. The sample of 220 Ss in- 
eluded 114 male and 106 female students 
di ‘awn from classes in introductory psychol- 


ory. 


perience were reported by 17 of.the 220 Ss 
{7.7 per cent), but many of these were 


. wiinor and fleeting, and none was of psy- 


chotic magnitude. The sequelae “that lasted 
as long as a few hours were limited to five 
eases (2.3 per cent of the total sample). The 
results support the view that a routine ex- 
perience of hypnosis is generally harmless 
in a student population, but Z (or therapist) 


should be alert for possible aftereffects, and 


provisions should be at hand for occasional 
‘brief psychotherapy, even though the ex- 
periments ‘are not oriented to- 
ther 

* A specific bids was that sequelae to 


were related on a non-chance basis 
to bad earlier experiences with chemical an-_ 


esthesia, chiefly ether anesthesia in child- 


hood. Those reporting severe nausea and 


headaches folowing chemical anesthesia, or 
fighting the anesthetic and requiring more 
than expected, had sequelae to hypnosis 


more frequently than did those who had had 


anesthetics without reported discordant con- 
comitants. The difference between the 


: groups was significant beyond the .001 level. | 


_ Six case histories are given, three relating 
the sequelae specifically to earlier experi- 
ence with anesthesia, three to other cireum- 


stances. All show reactions under hypnosis 
that indicate dynamic similarities to per- 
‘sonality characteristics arising from child-— 


hood experiences. 
: It is conjectured that the conflicts within 


induction. phase of hypnosis that pro-- 
_duee either immediate or delayed symptoms 


are primarily those having to do with the 


SEQUELAE TO HYPNOSIS 


: Sequelae attributed to the hypnotic ex- 


_Hypnosis, 1: 101-113, 1958. 


_oxercise of power and the reaction to — ee 


| 
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between the canscious 
willingness to be hypnotized and the uncon- 
scious resistance to or fear of the submissive 
role required. The individual forms that 
such conflicts take are highly varied. 
The conflicts within the established state — 
differ, in that the state is not reached unless 
the conflicts of the induction are at least 
temporarily resolved. The new state, which 


has regressive characteristics, makes S vul- 


nerable to conflicts based on reality dis- 
tortions (as in suggested hallucinations) or 
ethical-social issues (as in suggested behav- 
ior violating his moral code or superego de- 
mands). Sometimes specific suggestions re- 
vive early experiences that were 
or provocative of fear.. | 

While the language of psychodynamics i 
appropriate in the discussion of these cases, 
the many rgdintegrative factors also suggest 
that learning theory can have much to say 
in explanation of them. Because learning 
theory has ways of dealing with conflict and 
conflict. resolution, it can also encompass 
some of the problems discussed as. conflicts 
over authority, commonly treated in psy- 
chodynamies as transference problems. 
- The many reflections of earlier childhood - 
experiences in the sequelae, including some — 
of ‘the dreams, suggest the promise of a de- 
theory of hypnosis. 

REFERENCES 

Brenman, M. anp Guu, M. M. Hypnotherapy; 

A Survey of the Laterature. International 

Universities Press, New York, 1947. 
2. Brenman, M., Git, M. M. anno Hacker, F. 

Alterations in the state of the ego in hyp- 


- nosis. Bull. Menninger Clin., 11: 60-66, 1947. 
3. Brickner, R. M. Kusre, L. 8. A miniature 


psychotic storm produced by a superego con- —~ 


flict over simple posthypnotic suggestion. 
Psychoanal. Quart., 5: 467-487, 1986. 
Cueex, D. B. Unconscious perception of mean- 
ingful sounds during surgical anesthesia as 
revealed under hypnosis. Amer. J. Clin. 


. Erickson, M. H. Brickner, R. M. Hyp- 
‘notic investigation of psychosomatic phe- 
nomena. Psychosom. Med., 5: 51-70, 1943. 

. Frrepianper, J. W. anp Sarasin, T. R. The depth 
of hypnosis. J. Abnorm. 33: 
281-294, 1938. 


i 


to- 
are 
he 
are 
are 
J 
i 
]- 
- 
4 
| 
5 
. 
> 
6 
> 
= 
‘ 


478 HELGARD AND NEWMAN 


M. M. ann Brenmay, M. Hypnosis and 


Related States. International Universities 
Press, New York, 1959. | 

8. Guze, H. Anesthesia and instrumentation © 

trauma as revealed in hypnotherapy. J. 

| Clin. Exp. Hypnosis, 1: 71-77, 1953. 

9. Huearp, E. R. Lawfulness within hypnotic 

phenomena. Paper presented at Colgate 
Symposium on Hypnosis, April, 1960. 

10. E. R., Wetrzennorrer, A; M., 

J. AND Moons, R. K. The distribution of sus 
ceptibility to hypnosis i in a student popula- 
tion: A study using the Stanford Hypnotic 
Susceptibility Scale. Psychol. -Monogr., 75: 
No. 512, 1961. 

11. Hicarn, J. R. ann E. R. Develop- 
mental-interactive aspects of hypnosis: Some 
illustrative cases. Genet. Psychol. Monogr. 
In press. 

12. Horman-Bana, A. and dangers 

| in the use of hypnotism. Acta Psychiat. 
Scand., 21: 365-374, 1946. 

13. Joserx, E. D., Pecx, S. M. Kavruan, B. A 
psychological study of neurodermatitis with 
a case report. J. Mount Sinai Hosp. N. inh 
15: 360-366, 1949. | 

14. L. 8. Hypnotism : A focus for 
physiological and psychoanalytic investiga- 

A.M. A. Arch. Gen. Psychiat., 4: 
, 1961. 

15. L. 8. S. The process of 
‘hypnotism and the nature of the hypnotic 
‘state. Amer. J. Peychiat., 100: 611-622, 
1944. 

16. MAcALPINE, I. The of the trans- 

| ference. Psychoanal. Quart., 19: 501-539, 

| 1950. 

17, Metpman, M. J. Pemsonality decompensation 
after hypnotic symptom suppresson. 


J. A.M. A., 173: 359-361, 1960. 
18. MENNINGER, K. Changing: concepts of 
Ann. Intern. Med., 29:..318-325, 1948. 
19. Mruer, N. E. Liberalisation. of basic S-R con- 
cepts: Extensions to conflict behavior, moti- 
vation and social learning. In Koch, 8., ed. 


Psychology: A Study of a ‘anise Vol. 2 
pp. 196-292. McGraw-Hill, New York, 19:9. 

20. Penman, J. Pain as an old friend. Lancet, is 
633-636, 1954. 

21. Rosen, H. Hypnosis: Applications and m s- 
applications. J. A. M. A., 172 683-687, 191.0. 

22. Rosen, H. Hypnosis in noedicnl practice: Uses 
and abuses. Chicago Med. Soc. Bull., 62: 
428-436, 1959. 


23. Rosen, H. Hypnotherapy in: Clinical Pagekiai i 


try. Julian Press, New ni 1953. 

24. Rosen, H. anp Barremeter, L  H. Hypnosis in 
medical practice. Bas M. A, 175: 976-979, 

1961. 

25. Sauz, L. J. ano Buansram, C., The 
tional settings of some’ attacks of urticaria, 
Psychosom. Med., 3: 349-369, 1941. 

26. Scuneck, J. M. reactions to 
the induction of hypnosis. Dis. Nerv. Syst, 

Als 118-121,. 1950. 
27. J. H. Gesundheitsschédigungen nach 
Hypmose Ergebnisse einer Sammelforsch 
2nd unaltered ed. Carl Marhold Verlags- 
buchhandlung, Berlin, 1954. (Originally pub- 
lished, 1922.) 
28. Serrz, P. F. D. in the mitiatitintion 
of symptoms by hypnosis: II. Psychosom. 
Med., 15: 405-424, 1953. | 
29. SErTz, P. F.D. Symbolism and. organ choice in 
conversion reactions. An experimental ap- 
proach. Psychosom. Med., 13: 254-259, 1951. 

30. Terre:, B. Post-hypnotic peyehouis and the 
law. In the Scientific Papers of the One Hun- 
dred and Seventeenth Annual Meeting of 
the American Psychiatric Association in 
Summary Form, pp. 108-110. American Psy- 
chiatric Association, Washington, D. C., 1961. 

31. ‘Turner, J. A. Hypnosis in medic: serge and 
research. Bull. Menninger 18-25, 
1960. 

32. WeirzENHorrer, A. M. R. 
Stanford Hypnotic Susceptibility Scale. Con- 


gulting Press, Palo Alto, Cali- 


1959. 


~ 
= 
a 
4 
4 


ball * 


Unlike the methods te 


(J, 15), the Poetzl technique and its modifi- 
eutions permit the investigator to follow the 
fate undergone in memory by an incidental 
stimulus. 4 Our purpose is to introduce a 
designed to detect primary-proc- 
ess changes in the memory of briefly ex- 
‘posed pictures. Fisher (6, 7) has identified 
at least ten ways in which incidental visual 
‘stimuli are changed when unintentionally 
‘reproduced by subjects in dreams: These 
‘stimuli undergo translocations, condensa- 
tions and fusions, fragmentation and rota- 
‘tional displacements. He likened these 
transformations to the primary-process ef- 
fects upon visual representation which 
’ Freud found in dreams (9). Pine (17) has 
shown that incidental auditory stimuli are 


This investigation was supported by Research 
Grant M-2257 (C2) from the National Institute of 


Mental Health, U. S. Public Health Service, and — 


by funds from The Menninger Foundation Re- 
search Department. 

_-* Research Department, The Menninger Foun- 
dation, Topeka, Kansas. The authors express their 
gratitude to Dr. Riley Gardner, Dr. Richard §., 
iegal and Dr. Lawrence “Stross for critical reading © 
_of the manuscript, to Miss Lolafaye Coyne for her 
help in analyzing the data, and to Mrs, Marsha 
-Chelson for her assistance in scoring and tabulat- 
‘ing the data. They have also benefited from dis- 


cussions with Dr. Robert R. Holt. Especial thanks 


are due to Dr. Gardner Murphy, senior consultant 
_ to the project, to Dr. Wayne Holtzman, consultant 
on experimental design, and to Dr. David Rapa- 
port, from whose careful appraisal of the authors’ 
efforts they have learned much. 

_ *Department of Psychiatry, The University of 
_ Pennsylvania, Philadelphia. 


*In this use of the term stimulk 


i> follow Klem, who referred to it as the “generic 
: event, 44 and went on to say: “The importance of 
z » stimulus i is not so much its subliminal status as 
meanings and properties it acquires when cir- 
eencageaa a relegate it to the periphery of con- 
and attentions: (12, pp. 299-300). 
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-PRIMARY-PROCESS TRANSFORMATIONS OF 
BRIEFLY EXPOSED PICTURES' 
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represented in subsequent TAT stories sym- 
bolically rather than literally. Using a 


‘method based on the experiment to be re- 


ported in this paper, Spence (23) found that 
the subliminal visual presentation of words 
produced a variety of transformations as 


/measured hy response latency, recall and 
discrimination. Luborsky and Shevrin (14, 


22) have reported that the meanings. at- 
tached to incidental visual forms also un- 
dergo changes in indirect recall: these mean- 
ings are often shifted onto related concepts, 
as if the-incidental stimuli “triggered a 
associations (¢.g.,a truck may appearin an 
image as a car, wagon or wheelbarrow). | 

Our interest in this topic was prompted 
by the psychoanalytic ‘theory of thinking: 
Concepts maintain their logical character 
unless the person using them is under the 
sway of strong conflicts related to the par- 


ticular ideas, or is in a changed state of con- : 


sciousness such as that produced by sleep, = 
toxicity or severe psychopathology (18). 
Under these conditions not only may the 
realm and content (21, p. 389) of concepts 
_be affected, but also the class name itself 
may lose its referential character and be- 
come an auditory pattern which may suffer 
some of the same transformations that — 
Fisher identified in the case of briefly ex- — 
posed visual forms. Illustrating the way in 
which a concept may lose its referential 


character and become an. auditory pattern 


is the response of a young schizophrenic pa- 
tient to the task of determining on what — 
basis a group of round items (sink stopper, 
bicycle bell, rubber ball, two corks and a | 
colored disk) belonged together. He replied, — 
In @ home... | 
I don’t know if it could be | 


done... but it would take a lot of rownd- 


I suppose if I wanted to 
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about, In Europe people use bicycles as a 
means of transportation .. 
be outside too. . .”> The verbal trace, round, 
had been aroused by the common character- 
istic of the objects, but it could not play a 


role in concept formation; instead, the pho- _ 


netic fragment, round, became part of an- 
other. idea unrelated to the correct: solution. 
It should. not be surprising that similar 
processes are present in the dreams of nor- 


mal people. Fréud remarked that “the work_ 


of condensation in dreams is seen at its 
clearest when it handles words and names” 
(9, p. 295). He referred to the “pictographic 
script” of dreams, which must be read as if 
it were a picture puzzle or a rebus. This 
‘“pictographic” mode of expression Freud 


considered to be ordered by unique rules of . 


thought, to which he gave the name of pri- 
mary process. Secondary process rules of 
thought held sway in our logical thought 
habits. In a systematic elaboration of psy- 
choanalytic theory, Rapaport defined the 
primary process as “based on drive organi- 
zations of memory, and using cathexes 
which are freely displaceable and strive to 
discharge in terms of ‘wish fulfillment’ ” 
(20, p. 694). The secondary process is char- 
acterized by “delay of discharge, detour for 
the sake of a safe path, full availability of 
memories and their use in a ac- 
tion of thought” (19, p. 59). 

_ We assume that a briefly flashed stimulus 
is more eapable than. is a fully visible one 
of insinuating itself into thought processes 
subject to primary-process forces. This 
would be especially true if some aspect of 
the stimulus lent itself to manipulation by 
these forees. We devised stimuli in which 
there were two levels on which concepts 
could be related to the stimuli: a conceptu- 
ally oriented, secondary-process level, and 
a concrete, phonetic, primary-process level. 
Our major hypothesis was that the phonetic 
relationship could be shown to function fol- 
© We are indebted to Dr. Irwin C. Rosen, staff 


psychologist at The Menninger Foundation, ben 
calling our attention to this example. 


the corks could 


lowing the brief exposure of the stimulus 
without S’s being aware of this use of laa- 
guage either after the brief stimulus eXpo- 
sure or after subsequent prolonged expo- 


sure. It was also our hope that, by using 
predicted relationships between the inciden- 


tal stimulus and S’s responses, we could deal | 


better with such problems as contingent as-— 


sociations and the influence extra- 


mental factors 6, 10). 


METHOD 


The shes Technique: The rebus, or pic- 
torial representation of a word, meets these 
requirements. For our stimuli we selected 
two word-pictures: tie—knee (tiny) [Rebus 
T] and bee—gun (begun) [Rebus B]. Four 
pictures were cut from colored magazine 
advertisements, mounted and made into 
slides (Figure 1). When we flashed Rebus 
B for pilot Ss we found that the gun was too 
~asily identified. We shortened the barrel 
and mounted the gun upside down to make 
correct. identification more difficult. The 


four pictures for the two rebuses were chosen : 


to be of the same frequency of appearance 
in spontaneous imagery @s measured by a 
catalogue devised for quantification of ex- 
trasensory perception (ESP) successes and 
failures (24). By using pictures rather than 
words we hoped to avoid the possibility that 
the partial perception of letters or letter 
fragments might “trigger” the verbal effects 
measured in the experiment.* 

We made up a word-list to be shown Ss 


which contained the two rebus words, tiny 


and begun, and four “clang” words:” title 
(related to tie), penny (related to knee), 
besides (related to bee), and wagon (re- 
lated to gun). All words were equated for 
frequency of usage as determined by the 
Thorndike-Lorge tables (25). 


The word-order for the six words was bal- 


*Spence (23) adapted the begun tor 
with the “masking” technique of Klein e¢ al. (13). 
Instead of using a picture; Spence flashed the 
words bee—gun. Of the two rebuses (the other, 
suck—seed); the begun rebus resulted in consisten' 

positive on the — 
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1. Stimulus figures for Rebus and Rebus B. 


so that appeared in all po- 
sitions an equal number of times. In addi- 
tion to using a word-list, we obtained 
_ wakirig images from Ss. Other studies (2, 
8,16, 22) have shown-that images have been 
_ found. to recover unreported parts of the 
_ stimuli. The rebuses were exposed at 1/50”. 
_ Equipment used in the experiment is de- 
- seribed elsewhere (22). Following the ex- 
_ posure of the rebus, S was asked to describe 
_ the picture 

the list and 
_ rank the words in the order in which they 
_ attracted his attention. He was asked if he 
saw any connection between the picture and 
_ the list. S then described and drew two 
+ freely evoked images. He was asked if these 


_ images were connected in any way with the 


7 picture. The picture was then re-exposed for 


d draw it. He was then handed ~ 
ed to read it aloud and to 


Begun 


to describe the ‘kes was then 
asked if he saw any connection between the 
picture and the list of words and his images. — 
A series of graded hints was used to explore 

S’s insight into the phonetic relationships.* 
The data were — in an — | 
session. 


SUBJECTS 


Seventy Ss—31 men and 39 
part in the experiment. Twenty-seven were 
associated in a professional capacity with 


the psychiatric community and could be 
. considered to share the general theoretical 


background of the experimenters, although — 
they were not familiar with the particular _ 
technique or specific purpose of the experi- 
ment. The remaining Ss were chiefly non- 


"Verbatim instructions available on request. 
| 
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professional staff and university students 
~ who were naive with regard to Es’ theoreti- 
cal orientation as well as to the particu- 
lar obyectives of the experiment. All Ss were 
volunteers. Sixty Ss who were not able to 
identify correctly part or all of the soradus 
during the brief exposure are referred to. 

the “incidental” group. Thirty, of 
were shown Rebus T and 30 were shown 
Rebus B. Both subgroups were made up of 
approximately equal numbers of men and 
“women and professional and non-profes- 
sional Ss. No difference in susceptibility to 
the experimental effects was found for sex 
or professional status. Ten Ss (seven follow- 
ing Rebus B, three following Rebus T) cor- 
rectly identified part or all of the stimuli; 
these Ss were run through the experiment 
but were considered as a separate sample, 
the “focal” group. The main findings con- 
cern the “incidental” group. Several com- 
parisons between the incidental” and “fo- 
cal” groups will also be 


HYPOTHESES 

Hypothesis 1: The “Clang” Effect. Ss 
should rank the three words associated with 
Rebus T high in “attractiveness” following 
the brief exposure of Rebus T, and the three 
words associated with Rebus B high in “at- 
tractiveness” following the brief exposure 
of Rebus B. In Ss’ descriptions of their 
images we were prepared to look for the 
spontaneous emergence of words which 
- eontained only a single sound associated 
with the picture behave, dragon, time, 


TABLE 1 


Relationship Between Word Group Ranking’ 
Rebus Exposed 


Rebus T | Rebus 


No. of Ss Preferring Word 

Group 


Hypothesis 2: The Rebus Effect. Ss shoul | 
rank the rebus word (tiny or begun) highe: 
in “attractiveness” following the exposu:: 
of its pictorial representation than after th: 
exposure of its unrelated counterpart. I) 
Ss’ descriptions of their i images we were pre-_ 
pared to look for the spontaneous emer- 


gence of the rebus words (tiny, begun). 


Hypothesis 3: Lack of Insight. Ss shoul: : 
fail to perceive the “clang” or rebus connec- 
tions between the words and the pictures 7 
even after they Rave had a-chance to view. 
the rebuses at their leisure. The translation 
from primary-process language to second-— 
ary-process language and back again is not 


readily accomplished in the waking state. 


RESULTS 


Hypothesis 1: The “Clang” Effect. 

A. As measured by the list. The ranks for - 
each word group were totaled and com- 
pared. A plus score was given S if the sum > 


ranks of the experimental word group were 


_ less than the sum ranks for the control word © 
group; a negative score was given if the re- 
verse was true. A significant dependence in | 
the expected direction was found between — 
words ranked high in “attractiveness” and — 
rebus exposed (p < .05, Fisher’s exact test) 


(Table 1). The “clang” effect. could show 


itself also in the attractiveness with which 
pairs of words containing both syllables — 
were ranked (e.g., title-penny or besides-— 
wagon). We counted the number of times — 


these pairs appeared in the upper half of the 


rankings (one and two, two and three). For — 
title-penny, ten out of 30 Ss ranked them 


one—two or three—four after Rebus T; 


three out of 30 Ss ranked them similarly : 
after Rebus B (chi-square =. 3.52, p < 04, 


one-tailed test). Although in the expected 


direction (two out of 30 for Rebus T, six 
out of 30 for Rebus B), the besides-wagon — 
rankings were not significant. Of the re- 
maining 13 possible pairs, none was system- ; 


atically related to the rebuses. 


B. As measured by verbal- 


| 
- 
; p < .05 (one-tailed test). 
= 
As 
4 


} 


‘TABLE 
i Syllables 

‘be’ and ‘g-n’ ‘ti? and ‘ny’ 
‘Rebus B | Rebus | Rebus B | Rebus T 
4.61 | 3.22 | 17.988 | .001 | 2.09 | 1.88 + n.8. 
5.88 | 4.60 | 9.206 | 01 | 2.65 | 2.21 | 1.02 | ns. 


Estimated error variance was the. Jarger. 


cations, The electrically recorded descrip- 


tions of the briefly exposed rebuses and Ss’ 
images were scored for the four syllables: 
“ti,” “ny,” “be” and “gun.” To increase the 
af “oun” syllables that could be 


scored, any combination of hard “g,” vowel 


_ and final “n” was accepted as showing the 
influence of the “gun” stimulus. No changes 
were made for the other syllables. A sta- 
_ tistical clerk ignorant of our hypotheses 
scored the transcribed descriptions and 
counted the total ‘number of words; to fore- 
- stall any unwitting bias, we randomized the 
order in which the protocols were scored. 
_ Spot cheeks revealed close to 100 per. cent 
bs agreement, in the identification of the four 
: syllables. The number of different words 


containing the key syllables was counted.® 
_ An analysis of covariance was done on those . 


_ scores. the distribution of which met criteria 
_of normality. The total number of words 
~used by Ss was covaried to control for the 
- effect of sheer length of description on the 
_ frequency -with which the syllables ap- 
e combined scores for the “‘be” 


pr “g- n” syllables occurred with signifi- 


_ cantly greater frequency 1 in the images of Ss 


: *The total number of words containing the key 


vilebles was also counted, The correlations be- 
- tween the two. measures ranged from 86 to. 91. We 
decided to use the number of different words as the 
more demanding of the two measures. An S might 
use forms of the verb. to be not so much as a func- 
effect as because the exigencies 


who had seen Rebus B than in the images 
of Ss who had seen Rebus T. No significant 
difference was found for the combined “ti” 
and “ny” scores (Table 2). The description 
of the brief flash could not be tested sepa- 
rately beeause the distributions contained 
too many zeros. A non-parametric analysis 
of variance was computed, using as the 
measure the ratio of number of syllables to 
number of words. No significant differences 
were found. However, the combined de- 
scription and images scores showed a sig- 


_nifieant. difference for the “be” and “g-n” 


sounds (Table 2). 
Hypothesis 2: The Rebus Effect. 

A. As measured by the list. The average 
rank for the rebus words was compared for 
the two rebuses. No significant differences 
were found. 

B. As measured by the spontaneous ver- 
balizations. The words tiny and begun oc- 
curred only rarely in Ss’ productions, and 
these rare occurrences were not distributed 
in the direction. 


3: 
AL Following the: brief exposure of the | 


ee none of the 60 Ss saw either the 
“clang” or the rebus connection after they 


_had read the list of words aloud, even 


though 37 of the Ss had given high ranks to 
- the key words from the list. These 37 re 
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important in establishing the effect. During 


the brief flash of the stimulus they could 
not correetly identify it; however, following 
the reading of the list, they ranked as high 
in attractiveness the words related by sound 
to the stimulus, but saw no “clang” or rebus 


connection of the words to what had 


perceived in the flash. 

B. A series of three probes was made 
after the Ss had had an opportunity to de- 
scribe the rebuses at full exposure: 1) “Do 


you see any connection between the list 


of words you read aloud and the picture you 
now see on the screen? Could you go through 
the list of words, one by one? [EZ prompts S 
on words not remembered.}| Do any you 
mentioned have any connection with the 
picture?” 2) “All right. Now going back to 
the word begun (tiny). [Both rebus words 
were inquired into for each S: the experi- 
mental word was always first.] Do you see 
any connection at all between that word and 
the picture?” 3) “Do you see any relation- 
ship between the sound of the word and the 
picturé?” When we compared the list-posi- 
tive Ss with those Ss who were unresponsive 


to the word list, no significant differences 


were found in the speed with which insight 
was achieved for the three questions. 
Clearly, having been responsive to the effect 
was no help in achieving insight into the 
relationships. We are not dealing with a 
practice effect, or with the reinforcement of 
partial cues, as suggested by Bricker and 
Chapanis with regard to subception (3), for 


' if these were operative the positive cases 


should have shown readier insight than did 


TABLE 3 


‘paetlenshép Between Responsiveness to Rebus 
(List-Effect) and Initial Correct sietaerninten: 
the Rebus | 


Correct Perception (Focal 


p = .03 (Fisher's exact tent). 


the negative cases. Rather, we are ied g 
with two different modes of thought. Co: - 


sistent with these findings for the word-lis:, 
no S had any idea that:he was using more «{ 


one sound than of others i in his description... | 
In fact, neither were the Es until the analy - 


sis had been done. 


In their descriptions of. the pictures 2 | 
ing the prolonged exposure, Ss often de- 
scribed the knee as a leg (17 out of 29 Ss), 
and the gun as either a pistol or a revolver 


(11 out of 29 Ss). The tie (all Ss) and the 


bee (22 out of 29 Ss) were apparently easier 
for the Ss to identify unambiguously. No 


differences on the major effects could be 


shown between Ss who labeled the right half _ 
of Rebus T as a knee and those who called it _ 
a leg; nor were there any differences be- 
tween the Ss who labeled the right half of. 
Rebus B as a gun and those who referred to’ 
it either as a pistol or as a revolver, This 
lack of difference should not be surprising, 
because the alternate labels used are asso- — 


ciates of the key words, an impression sup- 
ported by word association data collected 


from 406 Ss.° The briefly flashed stimulus. 
activated a number of associated words, in- 
cluding the key words. The word-list re- 


inforced these key words, which resulted in 
the choice of ‘clangs’” from the list. 


~ Comparison of “incidental” and “focal” 


Ss was made. Of the ten “focal’’ Ss, only two 


responded positively to the word-list. The 
- “focal” Ss’ word group choices were sig- 
nificantly worse than chance (eight out of 


ten; p < .05, binomial expansion test). 


When we compared these ten to the 60 who~ 
were unable to identify any part of this — 


stimulus correctly, we discovered that a sig- 


nificantly smaller proportion of these “fo- © 
eal” Ss were responsive to the list (Table — 
3; p = .03). We did not anticipate these — 


The revision’ of the 
‘Word-Association Test, with the addition of 16 © 


words related to these experiments, was adminis- _ 
tered to 406 college undergraduates. Of the three — 
alternate descriptions (leg, pistol, revolver), only — 


revolver (used by six Ss) did not appear as an as- — 
sociate. We are indebted to Mr. Louis Glass for — 


collection and analysis of data. 


; 
R > 
| 


‘fi dings. The correct identification of the 
st mulus may either remove it from the pos- 
transformations necessary to achieve 


2 list-effect, or induce an inhibitory re- 


onse which favors. the of the 


| DISCUSSION 


. As Fisher has shown for visual and Pine 
for auditory stimuli, incidental stimuli ’un- 
de rgo transformations akin to the primary- 
‘ocess tmhechanisms Freud identified in 
dream formation. Our results suggest that 
‘such transformations may also affect the 
names of incidental stimuli. These names 
_were treated by our Ss as if they were-con- 
crete, auditory patterns. The experimental 
stimuli worked in two ways: 1) Ss reacted 
to Rebus T by being attracted to the Rebus 
—T words in the list; 2) Ss reacted to Rebus | 
-B by using words containing the “be” and 
“gen” sounds in their descriptions of their 
images. As predicted, it was difficult for Ss 
to see any relation between the word-list 
and the pictures. We had not expected to 
find that the “focal” Ss would tend to be 
_less responsive to’ the list-effect than were 
_the “incidental” Ss. Not all of the effects 
worked as expected: 1) Rebus B did not 


_ work with the word-list; 2) Rebus T did not 
work with the spontaneous verbalizations; 
_ 8) the rebus effect as such did not appear. 


That some Ss were able to identify part 


“oral of the flashed stimulus correctly sug- 
gests that the stimuli were near the recogni- 
tion threshold. We cannot say to what 


- extent a failure to report the stimulus aeccu- 
_ rately was due to an absence of awareness, 
_ or to the incidental character of the aware- 
_ ness. Nevertheless, a special relationship 
_ existed between a failure to report some-— 
_ thing accurately and the clanglike trans- 
_ formations we have identified in this ex- 
_ periment. The failure to report some aspects 
of @ stimulus, whether or not “awareness” 
_ can be conclusively ruled out, apparently 
results in a different fate in maeniiery for the 
unreported percepts. 


as there was some reportable 


THE REBUS TECHNIQUE 


during the brief exposure). 
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awareness of the picture, the possibility 
cannot be rejected that the correct: selec- 
tions from the word-list might have been 
prompted purely by associations contingent 
upon the fragment of the picture S reported. 
No uniform relationship could be detected 
between S’s description of the stimulus and 
his word-rankings. Under this partial-in- 
formation hypothesis, the poor performance 


yon the list of the “focal” Ss would be par- 


ticularly inexplicable. 
For future work a number of inconsist- 
encies need to be explored: 1) Why did the 


-rebus effect not work? 2) Why were the 


“focal” Ss less responsive to the list than 
were the incidental Ss? 3) Why did Rebus 
T show more of a list-effect than Rebus B, 
and Rebus B more of a spontaneous ver- 
balization effect than Rebus T? } 

1) The rebus effect did not appear be- 
cause the two pictures making up each rebus 


* may not have registered with equal impact. 


Despite our efforts to select rebuses which 
were as much alike as possible, the experi- 
ment taught us that they were different in 
some important respects. Ss encountered 
difficulty in identifying the bee after the full | 


-exposure of the stimulus (although four — 


“focal” Ss were able to pereeive the bee 
The threshold 
for the bee may have been more variable 
than the threshold for gun, tie and knee. 
The rebus effect may be dependent upon the 
simultaneous registration of both parts of 
the stimulus. It is also conceivable that. the 
rebus effect did not appear beeause Ss were 
not in a sufficiently dreamlike state to per- 
mit this extreme degree of primary-process 
activity to occur. If Ss had dreamed, or had 
been placed under hypnosis, the rebus words 
themselves might have appeared. 

2) Correct naming may be an index of 
a cognitive process that serves to “fix” the — 
percept in consciousness so that it not only 


is immune to the effects of primary-process 
mechanisms but may also inhibit them. Car- 


michael e¢ al. (4) showed that names 
alter the way in which ambiguous stimuli 


are reproduced. In a repetition of the Car- 
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michael study, Hermann et al. (11) reported 
an even greater influence of names upon 
reproduction than that found in the earlier 
study. They observed that, at short ex- 
- posures, Ss drew more language-influenced 
Teproductions than at long exposures, sug- 
gesting that naming is highly influential in 
tachistoscopic experiments. Moreover, Ss 
in the later study were not limited to the 
words provided by Es. The drawings of Ss 
not given any associated words showed as 
much assimilation to names as did those of 
Ss given words in advance. The investi- 
gators inferred that Ss provided their own 
labels, which often enough coincided with 
those of Es. Our Ss were also trying hard 
to identify the objects they saw; the labels 
they decided upon probably exercised an in- 
fluence on the way they organized and main- 
tained their impressions. ~ - 

But why does not any label, correct or 
incorrect, serve the same purpose—that of 
rescuing fragmentary perceptions from pri- 
mary-process influences? Allers and Teler 
(2) suggested that “srord” proximity” (the 
ease with which percepts can be verbalized) 
determines what’ achieves recog- 
nition. and what emerges 
proximity is similar to “the modern notion 
of response bias. Neither concept, however, 
explains why the percepts which are more 
“distant’’ from words emerge in images, or 
why; as in our own study, they seem to be 
more subject to primary-process transfor- 
mations. 

3) The seesaw which exists 
for the two rebuses with regard to the list 
and spontaneous verbalization effects may 
be explained by yet undetermined artifacts 
in the two measures. The tiny words (tiny, 
title, penny) were on the whole more at- 
tractive to Ss than were the begun words 
(begun, besides, wagon), which may have 
obscured a positive begun list effect (Table 
1). In future work it will be important to 
determine the “pull” of both sets of words 
making up the list under the influence of a 


neutral. stimulus. It would also be ke 
to establish norms for the occurrence of { 1e 
key syllables in spontaneous verbalizatio: 18, 


‘The syllable “be,” for example, may ha ve 


helped to show a positive “be” and “g-..” 
effect because it is a relatively freque +t 
syllable in English. “Ti” and “ny” souncs, 


on the other hand, may be too infrequeat 


to reflect readily the influence of an experi- 
mental stimulus. As a pure speculation, we 
may wonder if this seesaw relationship, 
when taken together with the difference in 
effectiveness found for the “focal” and ‘in- 
cidental” Ss, may not suggest a hierarchy of 


responses: 1) If the stimulus: is correctly 


identified, then the list: and perhaps the 
spontaneous verbalizations do not work. 
2) If the list works, then the spontaneous 
verbalizations do not work. 3) If the list 


does not work, spontaneous verbalizations. 


do. Each level of response may “fix” the 
process so that it is not subject to further 
transformations. The test for this complex 


hypothesis must wait upon a number of 
technical steps, such as those referred to 


at the beginning of this paragraph. 


- For the present we may infer on the basis 
of our findings that, when a verbal trace is. 


aroused by an unidentified, briefly exposed 
stimulus, it enters into the ensuing stream 


of thought as an auditory fragment which 


may be used phonetically to form ideas 


conceptually unrelated to the stimulus. 


When, however, the stimulus is identified, 
the verbal trace is more likely to be treated 
as a concept than as a phonetic building 


block available for the construction of. 
other ideas. The “clang” effect we have — 
measured in this experiment bears some © 
formal similarity to the “clang” associative | 
transitions found in the thinking of psychi- . 


atric patients (e¢.g., the use of round in 


roundabout by the schizophrenic patient re- — 
ferred to earlier). The rebus technique may © 
help study the conditions under which 
the change from a conceptual to a sensorial — 
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fic thint is, under which secondary-process 
‘inking gives way to 


SUMMARY 


_ Studies of briefly presented stimuli sug- 
gist that these stimuli undergo changes 
si nilar to the primary-process transforma- 


wethod, the rebus technique, i is introduced 
a a way of studying primary-process trans- 


formations of the names associated with the 
briefly exposed pictures. Thirty Ss who — 


could not identify the stimulus correctly 


Ww ere used with each of two rebuses [tie— — 


knee (tiny) and bee—gun (begun)] flashed 
vat 1/50 sec. Ss were given a list of words 


containing the rebus words (tiny, begun), : 
-and “clang’-related words (e.g., title, be- 


ti ons Freud identified in dreams. A*new . 


flash of stimulus were not responsive to the 
list-effect. This suggested the possibility 
that correct identification may serve to pro- 
tect perception against primary-process 


have). After exposure of the stimulus, Ss 


ranked the words in the order in which they — 


attracted their attention (list-effect). Wak- . 


ing images were also obtained from Ss, and 


the spontaneous use of the key sounds in 
_their image descriptions were scored (spon- 
taneous verbalization effect). ““Clang” and 


‘rebus effects were predicted for the word | 


“choices from the list: rebus and “clang”- 


_telated words would be ranked high in “at-_ 


_ tractiveness” after the experimental stimu- 
and low in “attractiveness” after the 


control stimulus. A comparable effect was | 


predicted for the spontaneous verbaliza- 
- tions. It. was also predicted that Ss would 
_have no ready insight into the rebus and 


“lang” relationships when shown the stim- | 


uli above threshold. A single “clang” list- 
. effect (p < .05) and a double “clang” list- 
effect (p < .04) were supported by the 


_ data. No separate rebus effect was found. 


; The “he”? plus “oun”? sounds occurred with 


greater frequency in the wak- | 


_ ing images of Ss who had seen Rebus B 
than in the images of Ss who had seen 


Rebus T (p < .001). Ss who were able to | 
correctly during the brief 


transformations. | 
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Ithough prepared in 1887 (11), amphet- 


: a ne was not used therapeutically until 


932, when it was introduced as an inhalant. 


In. 1935 Benzedrine was used in the treat- 
ment of narcolepsy (30); and later in epi- 
lepsy, depression, behavior disturbance in 


brain-damaged children, and certain neuro- 


Togic disorders. The drug was soon recog- 


nized officially (9, 10). In 1946 Bett (4) was 
able to list 36 diseases in which Benzedrine 
had been tried. In World War II it was 
used extensively to counter fatigue. More 
than 72,000,000 “energy tablets” were sup- 
plied to service personnel in Great Britain, 
and much the same quantity to the U. S. 
Armed Forces (5). 

There has been some as. to 
@hether amphetamine is an addictive drug. 
In 19388 Waud (38) warned of this; Gutt- 
mann (17). considered it unlikely, but ob- 
served that. it induced sensations of well- 
being, relaxation, :confidence and. elation. 
In 1940 Friedenberg (15) and Hahne. (19) 
reported single cases, but they were criti- 
cized by Myerson (24), who denied that 


‘the patients had become addicted. Shorvon 


(36) and Bett et al. (5) were of the same 
opinion. In contrast, others (23, 26) con- 
sidered that addiction was not uncommon, 
and, in 1952, the World Health Organiza- 
tion Expert Committee on Drugs Liable to 
Produce Addiction. (13) warned of the 
abuse of amphetamine by morphine addicts. 

_ Despite further reports, until 1958 (6, 20, 
25, 28, 29) only 42 cases of addiction had 
been recorded. Subsequently Connell (8) 
collected 42 other cases of amphetamine 
psychosis, of whom 32 appeared to have 
been addicts. He also. referred to the inci- 


denee of addiction among French students 
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AMPHETAMINE ADDICTION 


D. 8. BELL, MB., DPM: AND’ W. H. ‘TRETHOWAN, MB, FRACP! 


and the J apanene. From these reports and 


our own observations, it may be concluded 
that addiction is probably more common 
then has been thought (despite Nyswan- . 


der’s view (27) that it has lessened during 
recent years). | 

_ Attention is also drawn to addiction to 
Preludin (3, 32), an oxazine derivative of 
ephedrine more closely related to caffeine 
than to amphetamine, but with apparently 
identical clinical effects. Most of those ad- 


dicted to Preludin resorted to it only when — 


amphetamine became~ unavailable. Apart 
from addiction, psychotic reactions caused 
by Preludin have been described (1, 7, 12, 
16, 35, 37); these appear to be indistin- 
guishable from those caused by emnpneta 
mine. 


Fourteen cases were studied, all admitted 
to hospital with a psychotic episode ap- 


parently due to amphetamine. Three pa- - 
tients, eventually found to be schizophrenic, — 


were addiets nonetheless. (The nature of 


the psychotic reactions will be reported 


elsewhere. ) 
The patients studied do not reflect the 


overall incidence of addiction, since it. was - 


impossible to search the hospital records 


to extract the maximum number of cases. 


However, even with a limited search, seven 
additional cases were discovered. (These 
were rejected either because of inadequate 


information, or because of the complicating 


presence of other conditions.) 

~ Most of the clinical details are presented 
in tabular form, some of the characteristic 
features being discussed imore fully in the 
text. This would seem to be the first collec- 


tion of such cases in Australia, and the 


second largest in the literature on the sub- 
ject. | 
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1 M 49 6 years B,D, M 1,000 “Aleohol 
2 F B, D, M, P Alcohol, caffe. 
M 32 B,D 175 Barbiturates 
4 M 36 SS B, D 200 ~~ | Aleohol sbromi les 
} 2 10. B,D 150 Aleohol 
6 ok 26 D,M Bromides, asp:- _ 
9 F 236 4 weeks B 
10 F 32 6 years 350 
M 30 3 months D | 30 Alcohol - 
M 35 6 years B, D, M 250 Alcohol, bromides 
“4 | M | 328 B Not known Alcohol. 
* Benzedrine; D, dextroamphetamine; M, P, Preludin. | | 


In certain respects the features of addic- 
tion seen in this series resemble those 
hitherto recorded. The ratio of male to fe- 
male was 8:6. The average age was 33 
years (range, 26-49 years). The main as- 
pects of addiction are summarized in Table 
1. All patients had access to the tablet form 
of the drug. Four found increasing difficulty 
in obtaining supplies of amphetamine, so 
two resorted to Preludin, the other two in- 
creasing their intake of proprietary bro- 
mide preparations. While concomitant ad- 
diction to alcohol and other drugs was a 
common finding, the patients selected for 
study were those who, when first seen, were 
considered to be addicted to amphetamine 
alone. 

The duration of addiction was often a 
matter of years, 11 of the patients having 
been addicted for more than three years. In 
some instances, extraordinary amounts of 
the drug had been taken. The largest single 
oral dose (Case 1) consisted of the contents 
of three Benzedrine inhalers. (One inhaler 
contains 325 mg. amphetamine base, the 
equivalent of 561 mg. amphetamine sul- 
fate.) Case 2 consumed the contents of two 
inhalers; Case 4, 500 mg. ne: 
mine at one time. _ 


"DIAGNOSIS 
The chief difficulty in making : a diate 
of amphetamine addiction is that of secur- 


ing a reliable history. Inconsistencies and 


deliberate falsifications were detected in 
five cases and suspected in others. Three 
patients (Cases 5, 6 and 7) gave informa- 
tion only with the understanding that their 
regular medical attendants would not be 
informed. Addicts are adept at concealing 
addiction: one patient (not included in the. 
present series) took the drug despite all 
her husband’s efforts, outwitting him by 
hiding the tablets in a bottle which ap- 
parently contained her baby’s vitamin C. 
For a long time Case 5 continued to take 
amphetamine while in hospital, as did 
another patient (not included), who se- 
eretly took the drug during a six months’ 
admission. Only on her fourth admission 
to hospital did Case 10 admit to taking large 
amounts. Since she had always denied this 


on earlier admissions, an incorrect diag- 


nosis of schizophrenia had been made, based 


upon her false account. Similar denial of 
addiction presented’-problems in the diag- 


nosis of Case 11. Dissimulation also mad: 
it impossible to arrive at a firm diagnosis i ine 


other suspected cases not’ in thy 
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pre sent series. Such difficulties illustrate the 
in stigator’s dependence upon the patient's 

act gunt in making the correct diagnosis. A 
sol ition to this problem may be provided 
by an examination of the urine (8), but un- 


ing this 
“PSYCHOPATHOLOGY 


ta is surprising, in view of. the length of 
tine stimulant drugs have been in constant 
Use, that there is still uncertainty concern- 
ing their effects and controversy as to 
whether addiction occurs.: Marley (21) 
‘pointed out the lack of “systematised codi- 


fication of response” to stimulants or cen- , 


tral nervous system depressants. Contradic- 
tory effects of stimulants, such as elation 
and depression, are often present without 
explanation, or are considered to be merely 
the inevitable result of the complexity of 


forther analysis. 


.« While the basic reason for addiction must 


ie in the personality of the addict, consid- 
eration should be given to the effects de- 
sired from the use of the drug. These’ were 

well described by 13 patients, all of whom 

d experienced what has been termed 
dmental stimulation.” The nature of this 
effect has been closely studied, and it has 
‘been agreed that subjective impressions. of 
heightened intellectual. activity are ac- 
ompanied by objective signs of improved 
performance in experimental Ss (18). Sar- 
gant and Blackburn (34) found an average 
increase of eight per cent in scores on in- 
telligence tests after administration of 20 
mg. Benzedrine. Reaction time was short- 
ened, and there were increased motor ac- 

tivity, increased production of associations, 


4 ‘and. facilitation of learning (17). Fatigue 
_was reduced and postponed. Also well docu- 
-thented are the effect upon mood, and the 


of well-being and increased physical 


confidence and decisiveness. 


human personality. This needs 


thymia, stated: “At the height of the ela- 
tion, interest in reality disappears, and with 
it any respect for reality.” Our patients all 
showed this pattern of response to ampheta- 
mine. Many described it as a feeling of 
well-being, increased energy and mental 
alertness. With most, “a feeling of confi- 


dence” was important. The mood change 


approached elation in many cases; various 
statements made, clearly conveyed the 
sense of omnipotence obtained from use of 
the drug. Two patients used identical 
phraseology: “I felt I could do anything I 
cared to turn my hand to.” Case 2 described 
it thus: “You feel as though you can master 
anything, that nothing is impossible to at- 
tain.” She said that the drug gave her “a - 
feeling of, terrific strength—as if you could 
lift the world up in your hands.” Case 1 
boasted that he was more intelligent than 
anyone. i 
Such statements: clearly the pos- 
sible extent of the regression to feelings of 
unlimited omnipotence. The effects of ad- 
diction also conform to Fenichel’s formula- 
tion (14): “More important than erogenous 
pleasure in drug elation, however, is the 


extraordinary elevation in self<esteem.” 


The occurrence of marked regression and | 
the use of the passive-receptive form of 
mastery indicate the presence of a conaid- 
erable basic personality defect. 

The éffects of amphetamine on sexuality 
have béen discussed in detail elsewhere (2). 
In summary, it was found that the drug in- 
creases libidinal drive. All patients in the 
present series demonstrated a psychosexual 
immaturity in keeping with their disturbed 
personalities. The increase in libidinal drive 
resulted in a disturbance of equilibrium, 


with a breaking down of defenses and, in 


some cases, regression. In these instances, 
perverse trends became overt or exagger- 
ated. Where the previous defense was in the 
nature of inhibition of sexuality, overt re- 
gression was either prevented by reinforce- 
ment of inhibition or denial of this by 
promiscuity. Thus some cases demonstrated 
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the apparent contradiction that stimuila- 
tion of sexuality resulted in overt inhibition. 


EFFECTS. OF WITHDRAWAL 


Withdrawal symptoms are limited almost 


exclusively «49 depression, physical symp- 
toms being few and unimportant. Four pa- 
tients (Cases 2, 3, 6 and 12) recognized 
that withdrawal of the drug caused short- 
lived periods of depression (a few hours or 
days). In four others (Cases 5, 9, 11 and 
14), deep depression was observed during 
complete withdrawal following admission 
_ to hospital; five others were found to be 
moderately depressed following admission, 
apparently\from the same cause. Case 8 re- 
ported that the depression caused by the 
drug was the reason for her spontaneous 
cessation of addiction: The occurrence of 
depression in most cases led to the use of 
alcohol or sedatives to offset the withdrawal 
effect. While it is possible that there may 
be a physiologic explanation for the depres- 
sion, in psychodynamic terms it..may be 
viewed as arising in contrast to the elation, 
so that pain or frustration becomes all the 
more unbearable. 
In general, this particular sequence of 
events—elation followed by “morning-af- 
ter” depression—is a feature of all drug ad- 
diction (14). Waud (38) observed that, in 
amphetamine addicti®m, depression fol- 
lowed the more immediate stimulation pro- 
duced by large experimental doses. Connell 
(8) remarked on the danger of suicide. 
(This was observed in Cases 1, 2 and 11 of 
the present series.) Marley (21) stated that 
_ only one of his cases experienced elation as 
- an effect of amphetamine, many more re- 
porting depression. It would seem possi- 
ble that he neglected to consider the fact 
that a patient when first seen on admission 
to hospital is in the withdrawal phase, in 
which depression is to be expected. 


PERSONALITY AND BACKGROUND 


The W. H. O. Expert. Committee (a3) 
categorized’ addictive drugs into. three 


classes. There are drugs, such as morphine, 


have had a disturbed childhood. 


which can produce addiction in any ond on, 
and drugs which never produce more t’.an 
habituation. The intermediate class, wl. ich 
would seem to include amphetamine, 1 is t: lat 
in which addiction can develop in certain 
Ss whose psychologic make-up is the deter- 
mining factor, but in whom 
effects play a significant role. 

Although much time was spent in heer 
ing these patients, it does not seem possible 
to specify any common type of personality 
abnormality, other than in the broadest 
terms, indicating the cokes of maladjust- 
ment. 

Of ten patients were three 
were divorced and six separated. Case 13 
was the only patient still married, but he 
had arranged for his wife to live with her 
parents in another city as a solution to 
their sexual problem. Of the four Sigg: 
males, two were overtly homosexual. a 

The family histories and backgrounds of 
these patients were illuminating. In six 
there was a family history of addiction to 
alcohol or drugs. Overt mental illness had 
occurred in seven families. Of 13 Ss for 
whom the: family history was available, 
four had no family history of alcoholism or 
mental illness. Of these four, the parents of 
one (Case 5) were clearly maladjusted, and 
the father of another (Case 9) was cruel 
and brutal to his children. Two of the three 
Ss who later became schizophrenic, and six 
of the remaining group of neurotic, Ss, gave 
a history of marked: parental discord. In 12 
instances there was.a clear history of overt 
or covert rejection by one or both parents. 
Only in Case 11 was-no overt history of a 
disturbed childhood obtained, though this 
finding was more apparent than real. He 
was an only child, born in an isolated island. 


community, whose mother had died when he 


was 11. He disliked his father, who was ex- 
cessively strict and religious, and resented 
his step-mother. With this information, cov- 
ert rejection by his father and overt rejec- 


tion by his step-mother can be assumed. Jf 


this is accepted, all Ss can ‘be considered to: 
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A TABLE 2 

Psychosocial Background 
| Father slecholie Grocer ‘Psychopathic Polymorphous Above av- 
pervert 

| Mother.a suicide; twin brother; Mental nurse | Psychopathic Homosexual Above av- 
defective epileptic; ; grand- | erage 

father alcoholic 

_ 3 | Patient illegitimate; father? | Proofreader Schizoid Homosexual; | Superior 
schizophrenic ; mother asth- sadomaso- | 

matic chism | 

_ 4 | Father alcoholic; mother epi- Unskilled Passive-aggres- | Poor marital Above av- 
a leptic sive “adjustment erage 

__ 5 | Father “compulsive” person- | Clerk Inadequate Inhibited Above av- 
6 | Mother barbiturate addict | University Hysterical char- | Frigid Above av- 
student acter erage 

__ 7 | Unknown (patient illegiti- | Nurse Hysterical char- | Frigid Average 

mate)  geter | 

_ 8 | Mother “‘eccentric’’; sister a | Machinist | Hysterical char- | Heterosex- Not known 
suicide acter ually promis- 

_ 9 | Father ‘‘unstable”’ Barmaid Passive-aggres- | Frigid; dys- Average 

10 | Father, brother alcoholic; sis- | Unskilled Borderline defec-| Frigid Borderline 
ter treated for ‘‘nerves’’ | tive defective 
11 | Negative .| Butcher Passive-aggres- | Poorlyadjusted| Average 
12 | Father and several other rela- | Unskilled Inadequate Poor marital | Superior 
tives alcoholic | adjustment 
13° Father, brother, paternal cou- | Medical stu- Schizoid Homosexual Above av- . 
sin, ‘‘nervous breakdowns’’ dent (repressed ) erage 
14 | Negative Truck driver -| ‘‘Unstable’’ Homosexual Above av- . 
erage 


2 - 

7 


_ The past. history of this group further 


‘illustrates the degree of their personality 


disorders. Where a definite diagnostic label — 


was placed upon the patient for the sake of 
‘the hospital records, this is reproduced in 
‘Table 2, but is without any other intended 
‘significance. Sexual adjustment was poor 
‘in all cases, being clearly perverse in four. 
Five had a history of earlier mental illness 
‘not due to amphetamine; two. had. had 
_¢riminal convictions. The use of other drugs 
_or the excessive use of alcohol had been re- 
corded in nine instances. Of interest is the 


finding that. a number had taken proprie- 


ry aspirin-caffeine preparations to excess 


obtain est of the caf- 
cme. 


* In summary, all patients showed evidence 
0! poorly integrated personalities, appar- 


ently arising largely from their disturbed 
childhood environments. While no particu- 


lar abnormality was common to all cases, 
such disturbances as were present resulted 
in the appearance of the passive-receptive 
form of mastery that makes drug addiction 
possible (2, 14). The reason for this specific 
outcome—apart from the observable ele- 
ments of chance and the influence of social 


and cultural yet to be deter- 


mined. 


FOLLOW-UP 
Among them, these 14 patients were ad- 
mitted to hospital on at least 35 separate 
occasions and subjected to a wide variety 
of treatments aimed for the most part at 
relieving psychotic symptoms. Although 
psychotherapy was later attempted in some 
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Case Condition of Addiction 


Length of Follow-up State During Follow-up 
1 | Continued | 18 months | Recurrent amphetamine psy- | Separated 
chosis; alcoholism 
2 Continued 15.months Recurrent amphetamine psy-" Separated 
chosis; prostitution 
3 | Probably con- 15 months No change; unemployed {Unmarried — 
tinued 
4 | Continued | 614 years Dementia due to aleoholism | Separated 
- & | Continued 6 years Well with restricted intake Unmarried — 
6 |? ' 2 years Recurrent neurosis; bromide | Separated 
addiction 
7. | Continued 5 months Pre-psychotic — ‘| Separated | 
8} Not known None Separated 
9 | Ceased 316 years Recurrent neurotic depressive | Divorced 
reaction 
10 | Continued 2 years | Recurrent amphetamine psy- | Divorced 
chosis 
11 | ? Continued 4 years Recurrent psychotic states § | Unmarried — 
(? amphetamine) . 
12 | Ceased 3 years Schizophrenia; alcoholism Divorced. 
13. | Ceased 11 months Schizophrenia : Married (living apart) 
14 : Not known None Schizophrenia Unmarried 


instances, in each this proved to be ineffec- 
tive, due both to lack of co-operation and 
to the intractable nature of the personality 
disorder. 

Follow-up of 12 of this group of 14 pa- 
tients clearly illustrated the poor prognosis 
and high relapse rate (Table 3). Eight had 
continued with their addiction. In four it 
had apparently ceased, but, of the latter, 
two subsequently developed schizophrenia 
and lost access to the drug, and the account 
of a further patient (Case 6) was unreli- 
able. In only one patient (Case 9) is it 
reasonably certain that a voluntary cessa- 
tion of addiction has occurred. 

The marital status of the patients when 
last seen may be considered as an index of 
the overall deterioration caused by addic- 


tion, and further complicated by the at-— 


tendant personality disorder and sexual dis- 
turbance. A direct relationship was seen 
between periods of addiction and deteriora- 
tion in occupational level. Case 1 lost his 
small business and, between periods of un- 
employment, worked as a laborer. Case 2 
left nursing to become a prostitute. Case 3 


ceased to work altogether, and was sup- 


‘ ported by a homosexual patron. The other 


patients provide similar though less out- 
standing examples, except for Case 5, who, 
being able to restrict his intake, maintained 
a reasonable level of efficiency despite con- 
tinuing addiction. 

The effects of amphetamine and cocaine 
addiction appear to be similar in stimu- 


lant and elatant properties, addiction to 
either drug causing alternating excitement 


and depression, and psychotic reactions due 


to cocaine are described ‘as indistinguish- 


able from those caused by’ amphetamine 
(22). Both drugs possess a similar action 
in that they lower the threshold of the re- 
ticular activating system (33). (Addiction 
to coca is reported to be a problem of enor- 
mous size. Estimates of addicts in South 
America alone run as high as eight million 
people (22). Arguments denying the exist- 
ence of coca addiction are often identical 
to those against addiction to amphetamine.) 

Although amphetamine is a restricted 
drug and properly obtainable only on a doc- 
tor’s prescription, in New South Wales an1 


many other places addicts obviously hav> 
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He toll of suffering and hardship both to 

{i emselves and to their families. Because of 

He difficulties in treatment and the poor 

i ognosis attendant upon addiction, the 
b. st remedy would clearly seem to be pre- 


¥ ntion, with more effective policing and 
striction of the sale of 


SUMMARY AND CONCLUSIONS 

Despite the widespread use of 
nine for therapeutic and other purposes, 
review of the literature reveals some con- 
b oversy as to whether addiction actually 
does occur, and contradictory views as to 


frequency. 
- Detailed study of 14 cases led the sathione | 


4 the conclusion that amphetamine addic- 
aes is a definite and not uncommon entity. 


* Although, as with addicts using other - 


rage, those affected all showed evidence of 
underlying personality instability, their 
‘addiction may be: accounted for, in part, 
by the stimulant effects of the drug, which 
lead to elevation in self-esteem and regres- 


sion to the level of experiencing a feeling of 


omnipotence. Psychosexual regression also 
ends to occur. 
_ The personality of the addict is etree, 


‘sometimes pre-psychotic, but without any — 


‘single or specific pattern of disturbance. All 
Ss i in the present series had had a disturbed 
‘childhood, with a high incidence of alcohol- 
ism and other mental illness in their fami- 
lies. 


- The prognosis is poor, the relapse rate 
; high and continued addiction the rule, lead- 


‘ing, in time, to a gradual deterioration of 


‘occupational, social and home life. 
_. Some patients in whom such a condition © 
| ‘is presumably latent may — into schizo- 
| 
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TRANSFORMATIVE HYPNODYNAMICS: A DIAGNOSTIC TECHNIQUE 


AND A © ING THEORY OF PSYCHODYNAMICS 


Help me!: 


PsycutaTrist (commanding): The lion will 


change into something or somebody else! 


PsycuraTrRist (with finality): Lion! top! 
(surprised): The lion stopped. 
Psycntatrist (firmly): One, two, three—change! 


Cone (amused) : Gee, it’s my Dad! 


Transformative hypnodynamics is a psy- 
bits system devised to study individual 
psychodynamics, using a hypnodiagnostic 
technique based on the phenomenon of 
transformativity. 


- The phenomenon of transformativity 


psychologic as well as physiologic 


data to clarify human communication and _ 


behavior.~ The transformative approach 
under hypnosis can, it is submitted, render 
psychodynamics objectively meaningful. The 
hypnodiagnostic technique is used to col- 
lect data for transformative analysis. 

a technique itself will first be described. 
3 THE HYPNODIAGNOSTIC TECHNIQUE 
The writer has evolved this technique 
labily in working with children. It is a 
modification of the theatre technique, de- 
scribed by Rosen (7), in that the theatre 
technique i is used as the procedure of initial 
induction of hypnosis. This diagnostic pro- 
eedure is usually introduced after the formal 
psychiatric examination, and after gaining 
the child’s confidence. Typically I ask the 
child if he would like to know more about 
why he is coming to see me. I have seldom 
had a negative answer. Since children enjoy 
beeing movies, I use “showing a movie” to 
Feduce much of the child’s pre-hypnotic 


i i Laboratory. of Electroencephalography, De- 


artment of Neuro-Psychiatry, St. Lavironor Hos- 


H. C. TIEN, MD. 
a resistance. The following example describes 


this procedure: 


PsycuiaTrist: John, do you know. why you are 
here to see me today? 
JouN (after a pause): I don’t know. Mother told 
me to come. 
- Psycuratrist: Would you like to know more 
about. why you are here today? | 
JOHN: Yes. . 
PsycuiaTrist: Well, I am going to show you a 
movie, and the movie will tell you everything 
you want to know. ~ 
JOHN (unbelievingly): You mean movie, now? 
(Looks around the consultation room.) 
PsycuHiaTRist (confidently): Yes, now. It is quite 
easy for you to see this movie, if you just sit 
back and close your eyes. I want you to ima- 
- gine you are in a movie theatre. Do you under- 
stand? 
JouNn: Yes. (Closes eyes, settles back in chair.) 
PsycuiaTRist: Now, try to see the seats in front 
of you. There areso many. 
Joun: Yes, many. (Nods head.) | 
Try to see each seat 
Good, very good. Now, count 
Joun: One, two, three, four, five, six . . . 
-Psycutatrist: Count up to a hundred. Look at 
each seat carefully. | 
JouHNn: ... eleven, 12, 13,14... | 


Tait: You are now very éager to see 


this movie. Just relax in your seat. Keep on 


counting. Look at each seat carefully. Good, 


very good. 
JoHN: .. . thirty-five, 36, 37 . 
Pavcatia Tater: Just relax. You see the 
movie very soon. 
JOHN (very relaxed): 99, 100. 
PSYCHIATRIST at the screen. 
JoHN: Yes, it’s white! 


 Psyonrarrisr: Yes, it is white. I shall count 


three, and the movie will be on. : 
Joun: Yes. 
PsYcHIATRIST: One, two, three. There! es 
i JouN (thrilled): Donald Duck! My. brother is 
playing checkers with Donald Duek! And 


The above approach is the babies hypno- 


diagnostic technique, setting the stage for 


; 


— 
a 
in 
of 
CuiILp (fearful weeping): Oh, he’s come at me! 
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the various transformative processes. The 
transformative processes, of course, may 
vary according to the need of each child and 
__his peculiar problem in living. The following 
abbreviated case presentations illustrate 


CASE REPORT . 


Case 1. Fred, an re- 
ferred by his school for “throwing stones at 
another boy without provocation, threaten- 
ing to kill somebody,” was given the hypno- 
diagnostic procedure to determine the psy- 
chodynamics of his seemingly unprovoked 
aggressive behavior. The routine induction 
technique was followed and the following 
hypnodynamic material was obtained: 


Frep (still under hypnosis): I see my father on 
the screen. (Laughs.) Yes, it’s my Dad! 

Psycutatrist: Good, Fred. Look at your dad’s 
face very carefully. How does he look? 

Frep: Oh, just like he always looks. You know, 
like he does wieiaad (Smiles.) He is saying 
‘Hi 

PsYcuiatTristT: Listen. carefully, Fred. I am go- 
ing to count to three. After I finish counting, 
your dad will change into something or some- 
body else. Do you understand? . | 

Frep (somewhat anziaus): Yes, yes. 

Psycuiatrist: Good. Look at your dad’s face 
very carefully. I am going to count three now. 
One, two, three. Change! 

Frep (suddenly frightened, clutching himself, 
trembling visibly, head between hands, legs 

flexed, curling up like a ball): Gosh, it’s a lion! 
It’s a lion! He is eating a dog! He is eating a 
dog! I am the dog!/Oh, please stop! (Weeps.) 

PsycuiatTRistT (with finality): Lion, stop! _ 

Frep (relaxed): He stopped, But the lion is still 
there. 

PsYcHIATRIsT: One, two, three. Change! 

Frep (smiling and relaxed): It’s my Dad again. 


This procedure was ended with emphatic 


assurance that Fred would be relaxed and 


happy, and would remember only what he 
wanted to remember. When brought out of 
his trance, he said with a smile, “I saw my 
father in the movie.’ * That was all he could 
remember. 

‘Fred’s history is sla: His father was 


in a State hospital because he was a trans-— 


; 


vestite with an uncontrollable temper. Fe | 


had beaten the boy mercilessly for yea:;, 
and just prior to his forced hospitalizaticn 
had attempted to choke him to death. 

Case 2. Pam, an eight-year-old secor.d 


| grader, was referred by her pediatrician wi h 


the chief complaint: “Fear of parents leavin z, 


Refusing to go to school: Daily complain:s 


of headaches, stomach-aches and vomiting 
at times.”’ At the time of the following 
procedure, Pam had en at home i 
three months. 


Pam (still under Salas It’s c on a stage. 
PsycuiatTrist: What else do you see? 
Pam: I am dancing. I am a ballerina. 
PsycuratrisT: What else? 
Pam (face showing annoyance): There’s a witeht! 
PsycuraTristT: Do you know her? 
Pam: No, she is a witch. | 
Psycuiatrist: Look at her carefully. 

Pam: Yes... (but agitated) ...she is chasing 
Psycuiatrist: Witch, stop! 


_ Pam: She stopped. 


Paycmiatnist: I shall count to dines and she will 
change into something or — else. Do 
understand? 
Pam: Yes. 
PsycuiaTRIsT: One, two, 
Pam: It’s Witch Lydia! She makes me mad. 
(Looks angrier, points to door — to Recep- 
tion Room.) 
Yes? 


Pam: Can’t do this, ont do that, any- 
- ‘thing. (Votce mimics that of an adult female.) 


Lydia, Pam’s mother, was a night, nurse, 


who had worked since Pam’s infancy to 
support Pam/’s father while he studied for his 
Ph.D. He studied for ten years for the degree, 
and had much difficulty in getting his doc- 
toral thesis accepted. Pam was an unplanned 
and only child. Her mother was always 
angry with her, especially when she dis- 
turbed the mother’s daytime sleep. Mother 
paid significant attention to Pam only when 


she had physical complaints. In fact, the 


mother-child relationship resembled that of 
a nurse and patient. About four months 


. before this consultation Pam had had a bout 


of “flu” from which she could not recover, 
even though her mother gave up nursing 
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(shaking): Yes . 


bes 
are 


4 aa spent a great deal of time with her. The 
pediatrician entertained a number of pos- 
‘giole diagnoses, ranging from rheumatic 
“heart disease to leukemia. All tests were 


negative. Physical complaints continued 


multiplied. Pam steadfastly refused to 
go to school. Her mother felt: powerless to 


fcree her; her father was dismayed. At the 


time of this consultation, the mother had 

‘been at home (and resigned ier nursing) 
for three months. 

Case 3. Willy, a 16-year-old high school 
boy, had been referred by the Court for 
‘“‘urning i in a false bomb alarm at his high 


WILLY (under Gee, I | 
don’t know why. I am just I am afraid 


. (Trembles visibly.) 
| Payout ataine: Now, Willy. Yes, you are afraid. 


| 
Whatever you are afraid of will come on the — 


screen. 


(trembling): I don’t see anything on the 


a 


screen. I am just scared. 


PsycutaTrist: I shall count three: After 
x finish counting, something will appear. What- 


ever you are afraid of will come on the screen. 
One, two, three. There! 

. Oh, it’s a werewolf. A 
werewolf! A werewolf He is shooting the were- 


‘ wolf. He shot it. He shot the werewolf. 


_ Psycutarrist: Look at the werewolf. 


Yes, he is dead! 
Psycuiatrist: I am going to count to 


After I finish counting, the werewolf will 


change into something or else. Do 


you understand? 
Wir: Yes. 


_ WiLy (aghast, crying, tears streaming down his 
- Cheeks): It looks like me. It is my twin brother. 
I don’t have a twin brother. It’s me, then. I 
am a werewolf in school. I am alive again. I 
see this girl, Carol, coming. Oh, I hold myself 
back. I want to attack her. I have to hold my- 


self back. If I attack this girl, oh, she will be 


gone forever. Oh, please lock me up. Lock me 
up! Now, I am in a locked room, no — 


locked up. I feel safe now. 


_ Psychiatric interview revealed that Willy 
was preoccupied with sex. He felt very 
guilty about his rare masturbation, which 
yas beyond his control. He disclosed that 
: few I done it, I feel like two cents.” 
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pray obsessively for teen-agers not to get 
into “trouble” before getting married. He 
was known as a nervous, diffident boy, and 
an outcast. His parents were rigidly pro- 
hibitive of all his activities. | 

Case 4. Mitch, a ten-year-old boy, was 
referred by the Court for ‘choking other 


children and bringing knives to a¢hool. ” 


Mitcx (under hypnosis): Yes, I am in the movies. 
It’s nice. 


PsYcHIATRIST: I shall to After I 


finish counting, you will see yourself with a 
happy feeling on the screen. ~ you under- 
stand? 

(looking elready): Yes, yes. 

PsycuraTristT: One, two, three. There! 

Mirco: Iam ata birthday party. I got a BB gun. 
Gee! (Smiles.) I am in the forest. There are & 
lot of birds. 

PsycutaTrisT: You may shoot the birds. 


Mitcu (joyful, transfixed): Bang, bang, bang, 


bang, bang, bang! I got six birds. 
Psycutatrist: Look at ‘the binds carefully, 
Mitch. | 

‘Mises: “Yes. 

_ Psycuiatrist: I am going to count to “three. 
After I finish counting, every bird will change 
into something or somebody mk One, two, 
three. Change! 


Mitcu (dumfounded): It’s my Dad, and my > 
Mother. My brothers and sisters. They are all 


' dead. But my Dad and Mother have come 
_ back to life. 
Mitch’s family was poor. He ‘had 
lived in a trailer, and had been grossly 
neglected. His natural mother had aban- 
doned him in a restaurant as an infant. The 
brothers and sisters referred to under hyp- 
nosis were actually his half-siblings; he had 
not been told he had a step-mother. - 
Case 5. Tom, an eight-year-dld boy, was 


‘referred by his mother’s psychiatrist with 


the chief complaint: “Hyperactive and fail- 
ing in school with 9 good 1.Q.” 

During the interview Tom offered a 
dream: “I have dreamed this dream many 
times, but I don’t know sion The dream is 
always the same: 

“Tn our church. I am in the are I try 
to get money, out of my el 


pe 
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bow hits someone. turn around. There 
would be Julie and Charlotte, my. cousins. 
They would make signs for me to come 
over to their side of the bench and I could 
not get over.” 


Tom (under hypnosis): Yes, I am in church again. 
Yes, I am having the same dream over again. 
There they are, Julie and Charlotte. They are 
asking me to come over to their side of the 
bench . 

Listen carefully, Tom. 

Tom: Yes. 

PsycuiaTristT: I am going to count to three. 
After I finish counting, Julie and Charlotte 

will change into something or somebody else 
Do you understand? 
Tom: Yes. 
PsycHiaTRisT: One, i100, three. Change! 
Tom (suddenly talking babyishly): I look three. 
It’s in our living-room. It’s my Daddy. He is 
there. And Auntie Dee. There’s Mother. 
I don’t know what they are doing. They are at 
a table. They are signing papers. (Agitated.) 
They are trying to adopt Julie and Charlotte 
out! They are taking them away. Uncle Ray 
and Auntie Dee are taking them away. (Face 
red with anger.) Iam mad at Dad. They are my 
sisters! They are taking them away. Mother 
is crying. She is crying on the porch. Dad 
looks happy. (Leoks very angry and hyperac- 
tive.) Father is happy, my father is happy! 
They are taking my sisters away. Mother is 


crying on the ~~ They are driving away . 


Tom was raised by a disturbed mother 
with a long psychiatric history. She had 
divoreed Tom’s father when Tom was three 
years of age. Just before the divorce, mari- 
tal strife forced them to give Julie and 
Charlotte to Aunt Dee; a maternal sister, 
for adoption. Tom was raised in ignorance of 
the facts, even though the children had 
exchanged. occasional visits as cousins. _ 

As these fragments suggest, this technique 
can yield a variety of clearly relevant clinical 


data. But is there a meaningful theoretical . 


construct for all the transformative proc- 
esses? This question may be answered in 


terms of a theory of transformativity. 


DEFINITION OF TERMS 


To clarify the basie¢ theory of transforma- 
tivity, the terms used in describing the 


TIEN 


transformative phenomenon must be defined 
accurately. 

Terms are divided into two shaolin, The ie 
first comprises the primary terms. By this is 
meant those terms used for the gener:l 


_ statement of the theory. The second claxs 


comprises secondary terms, derived from the. 
primary. Secondary terms are used as 
manipulative. elements to construct the 
various transformative sets in hypnody- 
namics, a special instance 
chodynamics. | 

PRIMARY TERMS 2 

1) The Perceiver (P). P refers to any 
person who can receive and transmit mes- 
2) The Concrete Object (Co). Co is de- 
fined as the stuff the universe is made of. Its 
existence is known by P because it manifests 
itself to P in terms of mass, energy, motion, 
organization and interaction of one Co upon 
another. In short, the Co is the core of all 
natural phenomena, physical and psychic. 

3) The Concrete Referent (Kr). Kr is that 
aspect of Co seen as a related whole by P 
through his selective attention and focusing. 
The levels of selective attention and focusing 
range from the sub-atomic to the cosmologic. 
The Co can be attended to and focused 
upon, in theory at least, from an infinite 
number of levels, depending upon the in- 
terest of P and the capability of his sensory 
organs and instruments. Operationally, a 
Kr is the usual stimulus, emanated by the 
Co, varying from the maximally redundant 
to the minimally invariant, together with its 
interaction on other Cos. It is this synthetic 
configuration by which P habitually identi- 
fies the Co as the Kr. Diagrammatically, 
the Kr may be saab yh in relation to the 
Co as: : 
| 

‘Organization| 
Co, — Interaction } 


4) The Physiologic Set (Ps). Ps is the 
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4 hich a Kr is recorded. The Pm is only a 
probable inference of a given Co. In fact, P 
ean never know “everything” about a given 
Co, because the corresponding Pm_ fluc- 
tuates, modifies and increases in complexity 
‘through further experiencing. Moreover, P 
‘ean never be sure whether any given Co is 


‘to and focuses upon the exact Kr in its 
element when first perceived. 
6) The Linguistic Expression (Lx). Lai 18 


defined as the written, spoken or pantomimed 
“sign or the antemotor neural equivalent for a 


given Pm. The linguistic expression is the 
usual word, or behavior, used in P’s lin- 


“guistic community to identify the Kr by 


which the Co is culturally inferred to exist. 


= 7). The Symbolic. Substitute.(Sm). Sm is 


the La used to symbolize some elements of a 


given Kr. It is a simile or metaphor for the - 
‘Kr. The Sm does not; represent sufficient 
‘elements to enable P to so decode the Lx, 
‘out of context, as to identify the Kr by 


which the Co is es: — to exist. 


SECONDARY TERMS 


With the primary ‘temas defined, the 
Ex from the 
above definitions. They dre presented sys- 
_tematically in Table 1. This table will be 
used to make transformative analysis of the 
clinical data already described. 
_ Careful study of Table 1 shows that an 
_inter-relationship exists throughout the 
beige: levels of the transformative cycle. 
cycle may best be visualized with the 


’ original concrete object (Co). Suppose a 
_ three- year-old boy, Johnny, is taken by his 
“mother to see ‘the lion-in-the- for the 
“first time. Johnny is our P. The lion-in-the- 
700 is our external Co, the exocore-lion 


The exocore-lion emits 


referred by the same Pm unless he attends 
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Many stimuli: its scent, color; hairiness, 


bodily temperature, roaring sound, stalking 
motion and others. This exocore-lion 
(Coto) also produces an interaction upon 
another exocore (namely, Comether.), who 
emits consistently a phoneme, the exolex- 
lion (Lx'ie=,), The exokere-lion (Kri,) is 
the combination of the direct stimuli from 
lion-in-the-z00 and the indirect word ‘‘lion,’’ 


from mother. The exokere (Kr¥e,) stimu- 


lates directly the various sensory receptors 
to provide the raw data for the exophyset — 
(Psii*»,), in terms of olfactory, optic, tactile, 


thermal and auditory excitations, together 
with the phoneme from mother, to form 


the crude neural equivalent; exopima-lion — 
(Pmiio-,). This image.is then encoded as a 
‘permanent organizational change in Johnny’ s 
‘brain. The nervous tissue involved is the 


endocore-lion (Co!i,).. The endocore-lion 
-(Colie2,,) is no more totally percéivable than 


the exocore-lion (Co!) is totally know- 


able. However, the endocore-lion (Co!i,) 
is able to emit correspondingly the whole 


range of sensory elements in the brain— 
olfactory, optic, auditory and every other 
sensory modality—like the exokere-lion 


‘(Kriies,), including the extra element, the - 


exolex-lion (Lx!i",), the spoken word “lion,” 


uttered by mother to identify the real 
_lion-in-the-zoo for Johnny. When adequately 
stimulated, the endokere-lion (Kr'i,) is 


fully capable of producing physiologic 
changes in the various organ systems of P, 
namely, Johnny. The pattern of activated 
bodily changes in the various organ systems 
is presented i in the brain to form a set. This 
set is the endophyset-lion (Psiion,,), which, 
in turn, forms the final perceptual i image for 
action or inaction. This perceptual i image is 
the endopima-lion (Pm',), which is then 
indexed by a minimal invariant neural sign, 
the unspoken word of the unmoved: action. 
This neural sign is termed the endolex-lion 
(Lxio",,), and the spoken word is the exolex- 
lion as Johnny mimics mother. 
This wordy description may be grasped by a 
simple diagram (Figure 1). | 
Now, substituting 1 for lion, and 2 for. 
i 


Inochemical, neural and experiential integra- 

lion tn any given time interval, during which 
ie P attends to and focuses upon a gwen Kr. 
g The P tual I P P 
Is 5) The Perceptual Ima m). Pm re- 
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mother, the elements of the 


physets (Ps', and Ps!,), we obtain a dia- 
gram. of the universal transformative cycle, 


owing continuous transforming processes 
of P, using the exolex as the concrete refer- 
ent. to complete the ayele. This is illustrated 


original word production (Lx), since the 


born (Sm;) belongs properly to the 


Johnny: 


Fie. 1. The original word (Lx,) production. 


| Note that the concept of ‘the symbolic 
substitute (Sm) has not been used in the 
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ypertension_ 


Fre. 2. The tigueiornntive eycle. (Note: Let 1 = Lion, 2 = Mother, Perceiver = Johnny.) 


THE THEORY OF TRANSFORMATIVITY 


The theory of transformativity is that 
linguistic expressions (Lx) and symbolic 


substitutes (Sm) and physiologic sets (Ps) 


are not separately maintained, but can be 
transformed into each other. This relation- 
ship may be asters: by the following 


equation : ; 


‘Lx= (Ps) = Sm : 


beat by returning to Johnny, the three- 


| 
| 
| 
a 
Psn 
ea + 
+ + 
Krtawny psoptic tachycardia 
x 
+ + + 
Kriur pgtactile iasis 
x ~ = 
+ + + 
Krroar =) pgacoustic Pspy lorospasm = | 
x 
+ + + se 
KrWarm psthermal pgenteroceptiv 
x n 
+ + 
) | + + 
x n 
f + + + 
| x n 
+ lio m| + (1=lion) + 
LXx combined combined 
| x m=-mother n 
| 
} 
| 
n 
Lx, + (at+b+c..... + nth) Kr,! | 
> 
Kr Perceiver 
Universe x 
Co? 
x 
Pa, 
-Lx,* 


year-old who visited the lion-in-the-z00 with 


his mother. Let us suppose Johnny goes 
home, where his father, an alcoholic tyrant, 
‘js roaringly drunk and brutal. If Johnny 
says that he is afraid of his father, the latter 
shouts at him and beats him all the more. 
So Johnny goes out and plays in the street. 
Mother has now gone shopping. A neighbor, 


meeting him, asks, “Johnny, why don’t you. 


go home and play? It’s not safe in the street 
for a little boy.” Johnny replies, “‘No, I 
can’t go home. Mommy is not home. There’s 
a lion in the house!’ The neighbor says, 


“Johnny, you are joking!” Johnny says, 
“T am not neither.” And indeed he is not. 


He is merely substituting symbolically for 
the exolex-father an exosym-lion 
(Sm!ie=,), to report the stmilar physiologic 
sets of fear engendered by both Krister, 
and Kr'io:, . The theory of transformativity 
shows that the transformative process from 
the exolex-father into the exosym-lion is 
neither arbitrary nor random. Much criti- 
cism has been rightfully leveled against the 
psychoanalytic practice of Freud in arbi- 
trary and subjective symbol interpretation 
(3): These criticisms 
this theory. The theory of transformativity 
hypothesizes that s lic transformation 
takes place predictably, because symbolic 
‘substitutes (Sm) share certain probable 
elements in their physiologic sets (Ps) with 
those of the linguistic expressions (Lx), so 
transformed. in Johnny’s 
predicament we see: 


Kristher, —, + 


~The intermediate steps are omitted to 
illustrate more cogently that the two endo- 
physets and Ps'=,) contain such 
similar physiologic variables as to become 
statistically insignificant in their potential 
to elicit either an Crone tether or an exo- 
sym-lion. We may say 


Pgfather, = = Paton, 


be answered with 


and then, if we mibstitute 1 for chic: 2 fee 
lion, and ¢ for the common physiologic set 
of fear, we can reduce Johnny’s transforma- 
tive process to a more abstract form, as | 


Kr?, —> Ps*, Lx’, 


and Kr’, contains’ Keres! x as an 
which element itself can stimulate one single 
sensory channel—the auditory—to activate 
the total exopima-1 (Pm!',) in P’s brain. 
This, of course, would in turn integrate P’s 


bodily changes as the corresponding endo- © 


physet-1 (Ps',). We may rewrite the above 
transformative equation like _ this, since 
and are really identical: 


Lx', — Ps*, — 
ix’, — Pe, — Lx*, 
and since, 
equation : 
Lx', = Ps*, — Sm’, 
Briefly, the transformative equation a may 


be written: 


Lx = (Ps) = Sm_ 


‘Having presented the 
transformativity, I offer some for 


the use of clinical analysis. 


POSTULATES OF TRANSFORMATIVITY 
The theory of transformativity opens a 
wide horizon for ‘postulates in’ analyzing 
psychodynamics objectively, while still re- 


taining introspection as one of the valid . 


are: 


1) Linguistic expressions (Lx) and sym- 


bolic. substitutes (Sm) are freely inter- | 


changeable, provided a transformer is se- 
cured in common physiologic set (Ps)... 


ys’ 2) An endophyset (Ps,) may evoke either 
an exolex (Lx;,) or én exosym (Sm,), de- 


becomes Sm*, q 
_(by definition), we obtain the universal 
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hen oie upon other variables that may have 


_ iihibitory or facilitative influences upon the 
orresponding endolex (Lx,) or endosym 
as to transformation into exolex 
Lx,) or exosym (Sm,). 


7 3) Symbolic substitutes and linguistic 
"expressions cannot be understood in terms - 
each other unless the corresponding 
_ physiologic sets are known. 

| 4) An exolex is constant’ in any wives 


& speech community, but an exosym is less 
constant and may not be universal. Sym- 


bolic substitutes are unstable, changing from ~ 


person to person within the same speech 
_ community, and from culture to culture 
between different speech communities. 

: 5) The universal invariant transformer of 

_ two linguistic expressions is the Sioilarity 

_ of their physiologic sets. . 

_ 6) A linguistic expression. (Lx.) can acti- 

vate a corresponding endokere (Kr,) to 


discharge the whole range of physiologic — 


variables as included in the endo- 
physét. 
7) Both symbolic substitutes (Sm) and 
_ linguistic expression (Lx) can induce each 
_ other via common-endophysets (Ps,). 
_ 8) Linguistic expressions (Lx) and sym- 
bolic substitutes (Sm) can activate each 
_ other’s endokere (Kr,). 


_ 9) All transformative processes within 
_. P are reversible, from the exophyset to the 


- endolex, although the probability of the 

action may range from almost 

_ zero to almost unity. 

q 10) The exolex (Lxx) and exosym (Sm,) 
subject to modifications or disturbances 

a at any level of the transformative cycle. 


‘Kr',), from Kr*, to a , has the varying 


- probable potential to act as ‘the entire 
Kr', on P. 


The above postulates suggest that, if we 
- had a way. of inducing the common physio- 
soa set of a.given Lx or its Sm, we would 


i hold the key not only to the understanding 
_ of symbolism itself, bv also to all transform- 


k processes and the im- 
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11) Any element of an exokere (say, 
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plications in health as well as in disease, _ 
physical as well as psychic. | | 

Let us now apply the theory and the 
‘postulates to analyze the psychiatric dis- 
turbanees i in the five children described. 


TRANSFORMATIVE ANALYSIS 


Transformative analysis is the method 
of solving a relatively unknown quantity as 


_a function of a generally well known formula. 


To use our previous example: Johnny’s 
father, Kr‘*ber, | is an unknown term to us, 
as symbolized Lx‘**er, | but our reaction to 
a lion, Kr'i, , is generally known to us. 


_ Johnny’s. psychodynamies (of not wanting 


to go home alone to his father, or of running 
the risk of playing in the street) becomes 
apparent by this process, although in the 


present state of our knowledge of psycho- 


physiology this transformative equation is 
not mathematically exact. It cannot yet be 
written as y = f(x), but rather as. 


Lx', — f(Sm’,) 


wherein Lx!, is the relatively unknown term. — 
This unknown term will be called the 


transformate, and the better known end- | 
product, Sm?,, after the arrow, as the 


transformad. The transformate may be any 
unknown term, such as exolex, exosym, 


endophyset, endocore or any other term of | 
the transformative cycle. Although hypnosis © 
is used as the transformative agent in this | 


research project, Pavlov’s (5) conditioning - 
may be another agent, and electricity yet — 
another. The use of electrical stimulation on _ 
the living brain of P, Kr>"", , can activate | 
an endophyset, Ps, , or an endopima, Pm, , © 
as evidenced by verbal report from the © 
patient whose brain is being stimulated. — 
This transformative process, induced by | 
electrical stimulation, has been demonstrated | 
by Penfield (6): | 


(transformate) (transformad) 


_ The paychodynamies of the five children — 
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‘Fic. 3. | ‘The exolex transformation (Case 1, endophyset: fear). 


above are to illustrate 
five basic transformative processes in detail. 

Case 1 is an example of exolex transforma- 
tion. The transformate is an exolex (Lx,) 
and the transformad is an exosym (Sm,). 


To investigate the meaning of any given 


linguistic expression (Lx,) is to transform 
it into its symbolic substitute (Sm,), which 
may then yield meaning for the particular 
individual involved. Take exolex-father 
which obviously has varying 
meanings and feelings for every child using 
it. Fred used Lx‘*er, which, under hypno- 
sis, was transformed into Sm'*, . Here we 
have learned something about the psycho- 
logic world of Fred. Fred has habitually 
summarized his physiologic set as Ps”, 

It is therefore contended that: not by random 


| 


Simply, 


chance was Fred’s | 
. This is a process statistically © 


into a 
predictable in terms of experience and logical 


analysis. 


in Figure 3. 
_In summary, 


(by Postulate 11), 
and = Smiles, (by definition) 
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Fie. 4. The transformation (Case. 2, hostile compliance). 


Therefore, 


~ Case 2 is an example of exosym transfor- 
mation. The transformate is an exosym 
(Sm;) and the transformad is exolex (Lx.). 
‘This is the reversible process of exolex 
transformation. Under hypnosis, Pam, ‘an 


eight-year-old girl, presented a ballet: scene 


with a witch chasing her. Who is this witch? 


‘The transformative process disclosed the — formation. The transformate is an endophy- . 


‘set (Ps,) and the transformad is an exolex 


‘witch to be (expectedly) Lx™eter, . This 
transformative process ey be — 


and 


mot! ‘Pg hostile compliance) Lx™me thier 


Simply, 


Krvie, Pg hostile compl iance) 


= Lxwiteh, (by 11) = 
Smvite (by definition) 


Therefore,” 
Sm itch_ Pg(hostile compliance) [xmother 


Case 3 is an example of endophyset trans- 


(Lx,). To explore further psychodynamics, 
we may apply exolex or exosym transfor- 
mation. Under hypnosis, Willy was observed 
to have a spontaneous physiologic set. ‘The 
observed endophyset was transformed into 


exosym-werewolf and then into exolex-self, 


a 


} 

3 
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Fig. 5. The endophyset transformation (Case 3, endophyset: sex aggression)... 


his sexual-aggressive impulse. Why did 
Willy turn in a false bomb alarm? Because of 
this sexual-aggressive impulse that threat- 
ened him from within. He was signaling for 
help to avert his personality crisis. This may 
be diagramed as in Figure 5. pasa 

In summary, | 


i 


| 

and 


Lxwerewolt 


and 
_ Postulate 11) 


Therefore, 


Case's is an example of exokere 
. mation. The transformate is an exokere 


(Kr,) and the transformad is an exolex 
(Lx); from which other transformative 
processes can be made. Under hypnosis, any 
element of the exokere (Kr,) can activate 
an endokere (Kr,). The element of an 


exokere (Kr) was given to the ten-year-old | 


boy, Mitchell, who then reported his endo- 
pima (Pm,) as Lx>itthday party. From’ this 


innocent production, homicidal hostility was 


= (by 
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psgecretions 
7 psyasodi lation] 
pagent lation 


patachycardia 
| psSalivation 


(h=Lxb@PPy ) 


Laut 


sation 


patension 


|ppgalivation— 
+ 


Fie. 6. ‘The transformation (Case 4, endophyset: 


siblings, thus providing us with a clue to his 
‘aggressive behavior. The first part of the 


transformation may be diagramed (Figure 6) 
_as follows (the derivative process from 
_Smbir4s, to Lxsiblings, and Lxpsrents, having 


transformation): 


Let 


already been as the exoaym 


In summary, 


pare, Pg(excitement) —+ Lxbiehasy 


"interpretation as a transformative process. 


The transformate is an exolex (Lx), as is 
the /transformad. This may be a more ob- 
jective method to translate private symbols 
of dreams into universal meanings. The arbi- 
trary use of dream material in interpreting 


-psychodynamics has been criticized since 
“the publication of Freud’s “Interpretation 
‘of Dreams” (4). The theory of transforma- 
tivity and the transformative hypnodiag- 


nostic technique may sway the Scottish 


-verdict of “not proven’’ by Eysenck (3) to a 
more positive note. As we saw in Tom’s 
recurrent dream of his cousins in-the church, 


the turned out to be ix", 
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This boy has given us the clinical fact that 
dreams can be interpreted objectively, in- 
dependent of the personal bias of the psy- 
chiatrist. The predictability of the theory 
becomes evident here, and I feel that any 
trained psychiatrist, using this transforma- 
tive technique under similar a 
would obtain the same result. 

Having described the five basic processes 
in some detail, I now present data derived 
from 25 additional children and the results 


of their transformative hypnodynamics in 


tabular form, to indicate the general theo- 
retical scope of this approach. | 


THEORETICAL DISCUSSION 


C. TIEN 


period of two years (1959-1961), the theo: y 
of transformativity began to seem un- 
versally applicable in elucidating all ps: - 
chodynamics, from normative psychology ‘0 
functional and organic psychopatholog. -. 
The theory may widen our horizon of o!} - 


‘jective analysis of dreams and symbo!. 


and probably of delusions, hallucinatiors 
and paranoid ideations, as well as psychos«.- 
matic transformations. Thus the key to ail 
private meanings and symbols lies not in 
words (Lx or Sm), but in the universal 
transformer, the endophyset (Ps,). Properly 
applied, it is submitted that this theory may 
unify the objective investigations of Pavlov 


7 | . (5) with the introspective technique of Freud 
Through the technique evolved from ex- (4). | 
perience in with over a Let us see how the theory can. to 
| TABLE 2 


of. Transformative Processes in 80 Children 


Boy 
7 | Boy 
8 Boy! & 
| Boy acement en; hief frustration 
10 | Boy |14 "Reading disability; Sayoman shot ternal rejection with hostility. 
il t ivating fear of paternal 
e sc on 
father talized." Pafear Lxgat ion at age 3 
12 | Boy, anot ing rivairy (successful twin 
ictina other). 
I3 | Boy ; in es an angry, 
imgether isngtre ive father 
a4 i ectionate, perfec 
15 | Boy [10 to go to osis | potear fiance to a controllix 
x er. 
c matric ise. 
16 | Boy palsy; cap sagneny nts | mpu 
17 | Boy Bg avay rom Lxfather Sailr. Starr ng male cation. 
18 | 8 /*Incorrigible; bickeri n = fiance toward unjust parental 
is | ens ta quiet |;,pe,figh mpulse control. 
Girl 7 Foverly onal; mil is? | guhoree _|(self picious? 
31 | Boy ters; wets bit the ly tension; fear of step-father. 
22°] Boy Stealing; wets bed. afether of father with patricidal 
| Boy | 7 "Speech defect.” is  frafather of an angry, punitive father 
Fi 7 Wot happy.” Lxnother Ting, holding mother. 
Boy | 6 Jealous; pi on Lagiephants ions (Indeterminate) 
26 | Girl 8 ring from a stare." Worm saving (Indeterminate) 
| Boy 12 "Temper tantrums, father in ession sarobbey Lafather ng pa Tiza 
tal.” } 40.5 led 
"28 | Boy Lxprother ing rivalry in large tantly. 
with matches; burned tility to as violence : 
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respect person. For example (with in- 
‘ermediate steps omitted): 
—> Pgltender attention), _, 


understand the general of 
-ome of the common dis- 
orders: 


_ common impairment of disorientation with 


Krvite, Pa (tender attention) 


’ The patient with impaired brain tissue func- 


tion, Kr>rsin-OBs, has decreased capacity to 
_ integrate and differentiate all the elements of 
Kreere, from the elements of his such 
that 
Smvite, 
He therefore mistakes the nurse for his wife, 
_ and behaves toward the Krew". as he would 
toward his . : 

2) Schizophrenic reactions. The theory of 
_ transformativity suggests, first, that schizo- 
' phrenic reactions are not a single clinical 
entity, and second, that schizophrenic 
i thought processes cannot be understood 
simply in terms of formal logic, or a form of 


urse_ —» Pg(tender attention) 


_ identity by predicate, as etidnbbited by Von 

_ Domarus and championed by Arieti (1). Von 
: Domarus’ approach denotes a specific level 
- of disturbance in the chain of events from 
the Co, to Lx, in the transformative cycle. 
- This almost vitalistic approach cannot in- 
- tegrate all types of delusional identifica- 
tions—whether produced by communicative 
disturbances from a “schizophrenogenic 
_ mother,” or a molecular disturbance of ge- 
_ netic pattern, or a chemical disturbance due 


: to lysergic acid, or a cellular disturbance as 
_ in central nervous system syphilis, or a psy- 


- chologic disturbance as in chronic anxiety 
and frustration, or any describable disturb- 
ance at any level in the eyele—before: the 


| ewe by the clinician as a schizophrenic 
_ production. Von Domarus’ principle is satis- 
factory only as an explanation of schizo- 
— disturbance at Lx, level. Arieti 


TRANSFORMATIVE ‘HYPNODYNAMICS 


1) Organic brain syndrome. Take’ de 


discharges (Lx,), caused by faulty trans- 


probable pathogenicity of each agent in- 
troduced into the cycle. To illustrate: A 


fallacy in formal logic—.e., the principle of : 


final Lx, transformation, which is. then 


merely replaced the crazy demon of demon- 
ology with a neurotic homunculus of psycho- 
analysis, who deliberately abandons Aris- 
totelian logic, because of anxiety, and 
purposefully chooses a paleologic, as a | 
comfortable way out for all schizophrenic | 
patients. This, indeed, was an advance in 
the understanding of psychodynamics in the | 
chaotic days of Freud. It is, nevertheless, an | 


over-simplification, inadvertently blocking 


an actual understanding of a chain of events 
in the pathologic psychophysiology of all — 
schizophrenias. Von Domarus’ principle rests _ 
solely at the level of words (Lx) of deductive | 
logic, whereas inductive logic, controlled 

| 


experiments and statistical analysis are — 


needed at all levels. The theory of trans- 
formativity explains schizophrenias as pro- — 
tean disturbances of verbal and/or motor © 


formative processes, and dependent upon the — 


patient with a “schizophrenic” reaction has 
a delusion of grandeur in which he identifies | 
himself as Napoleon. It may be easily 
postulated for this patient at Kr, level that 


g(Power) Lx’ 4 


Kr Napo leon’ 


With the postulated Kr, disturbance, he - 
reports his perceptual reality to his relatives, 
friends or psychiatrist as “I am hina 


This delusion is then the end-product, logi- ' 
cally determined and statistically predict- | 
able, and this patient’s “schizophrenic” 
brain may turn out to be simply syphilitic. 
We can now see that such a delusional 
identification is possible not only by verbal 

learning but also by such disturbing agents: 
as spirochetes, sleep deprivation, lysergic’ 


acid, alcohol, enzymatic action, molecular 


derangement, chronic anxiety and frustra~ 
tion, if adequately introduced ata given 
level in the transformative cycle, — 
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with unegual probabilities to the 


same delusion. 
3) Neurotic veactéona. Let us now ake 
this theory to a more universal phenomenon 


in psychoneurotic disturbances. Take, for 


example, the phenomenon of parataxic dis- 
tortion (8) of psychiatry in general. I: have 
already demonstrated individual psycho- 
dynamics in children in the case reports. We 
simply analyze as follows: | “ 


Krister, Pgitecting of awe) __, Pypfather- 


Patient reacts to the transformed Pmifether, 
and then behaves accordingly, but. .not 
toward the person actually before him—the 
Transference is thus born, 
and. parataxic distortion takes place. 

4) Psychophystologic reactions. The theory 
of transformativity may throw some light 
on the problems of nosology, especially the 
areas of psychophysiologic reactions. Here 
we can see that the fastening of an official 
diagnostic tag to any patient and his problem 
is often simply a spotlighting by the: pro- 
fessionals of an arbitrary level of the dis- 
turbance in the transformative cycle, de- 
pending upon the perceptual focus of the 
_ patient, together with the professional 
interest or personal bias of the clinical ob- 
server. Take pylorospasm as an example: 
Kybrutel father, Pg pylorospasm) 
aes Smlliving with tion | 

Smbaving uloers_ 
| 
Smcancer phobia 


Kybratel husband | 
Krotern physician, 


‘In this illustration we see not only tem- 
poral transformation of a childhood neurosis 
to an adult one, but also a spatial trans- 
formation, in which the disturbance is 
viewed differently, depending upon the field 
in which the patient perceives himself. 

A further instance: Zf the physician 


TIEN 


neurosurgical technique of Penfield, in sup- ff 
port of the theory as a unifying concept for 
the speculative psychodynamics of Freud § 
the general formulations of modern 


too much concerned with heart diseases, 1 
then with increasing probability, if thi. ‘ 
physician and mis-diagnoses: 
| Pg(Pylorospasm) : 

Sm having heart disease 

Simply, Krbrutal husbatd —> 
Smbeart discare 


Similarly, many adult psychophysiologic 
reactions are born from the same childhood : 
fears, rekindled by stressful situations in 

adult life. The physician ignorant of his 
patient’s psychodynamics can sometimes > 
transform the patient’s illness from one 
iatrogenic form to another, but can seldom > 


_ help the patient to cope with the difficulties, 


sorrows, and perhaps ee ney terrors of 
his life. 
SUMMARY 

A unifying concept of general cou : 
namics in the theory of transformativity states 
that linguistic expressions (Lx), symbolic — 
substitutes (Sm) and physiologic sets (Ps) 
are not separately maintained, but can be — 
transformed into:each other, such that 


Ix = (Ps) = 


grate all physical, physiologic and psycho- © 
logic phenomena in terms of a conceptual — 
transformative cycle, originating from the — 
concrete object of matter to the linguistic — 
substitute of the brain’ in man’s relatedness 
to man. Empirical data on 30 children are § 
offered in the clinical application of a trans- — o 
formative hypnodiagnostic technique, to- 
gether with some references to the classic 9 
conditioning of Pavlov and the modern § 
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A COMPARISON OF PHY SICIANS’ AND NURSES’ 
SYMPTOM RATINGS: 


J. WITTENBORN, PHD.? MARC PLANTE,MD: 
| BURGESS, MS? 4 


AND FRANCES 
a recent and nursing 


¢*S personnel rated symptomatic characteristics 


of a group of depressed female patients ob- 
served during a common rating period (3). 
These women were new admissions to hos- 
pitals of the New Jersey State Hospital Sys- 
tem and were under 45 years of age. Analy- 
ses of the data revealed that ratings by 
nursing personnel showed less pathology 
and less change during the course of treat- 


ment than did ratings by physicians. Since | 


ratings by personnel having different kinds 
and levels of training are often used inter- 
changeably, it is desirable to explore and 
identify the sources and the nature of these 
differences. The present reports 
an attempt. 


* ‘THE RATING SCALE DATA 
The study employed the Wittenborn Psy- 
chiatric Rating Scales, comprising a set of 
52 symptom ratings, each ranging from a 


nonpathologic level to a pathological ex- , 


treme (4). The ratings were based on a 
sample of 100 depressed women, each ob- 
served by a nurse and by a physician for a 
common five-day period at the beginning of 
hospitalization. The ratings were made in- 
dependently, and were based on the most 
extreme pathology noted during the ob- 
servation period. 

The raters comprised a superior group of 
State hospital personnel selected for par- 
ticipation upon the basis of their interest, 
reliability and general alertness. To gen- 


* This report is based on a comprehensive study 
of the treatment of depression, supported by U. 8. 
Public Health Grant MY 2525 from the Psycho- 
pharmacology Service Center of the National In- 
stitutes of Health. 

* Rutgers Interdisciplinary Research Center, 
New Brunswick, New eae 
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eralize from the results of this siadinite: it 


is necessary for the reader to know som - 
thing about the background and profes- 


sional qualifications of these raters. 


Almost all of the nurses’ ratings were pro- 


vided by a group of ten persons representing 


the five hospitals in which patients were 


under treatment. Most of the ratings were 
provided by the six registered nurses in- 
cluded in the group. The nurses were gen- 


erally well prepared, but only one had had_ 
an appreciable amount of training in psy- 


chiatric nursing. Some of the ratings were 
provided by psychiatric technicians who 


served in a nursing capacity. Although all 


of the raters had had years of experience 


with psychiatric patients, the formal train-— 
_ of the psychiatric technician requires no 


more than nine months beyond high school. 


All raters had been carefully trained in the 
proper use of the rating scales, however, 
and received some supervision during the 
, course of their ratings. | | 

Almost all of the physicians’ ratings were 
made by a group of nine raters. All had been © 
carefully instructed in the proper use of the 


rating scales, and were a part of a relatively 


stable research team: They were drawn 


from five hospitals, and had little oppor- 


tunity for direct interaction. It is probable, | 


therefore, that the rating tendencies which 


characterize the physicians, as well as those : 


which characterize the nurses, are not an 


artifact of the situation in which they work, 
and may characterize other personnel of 
similar training working in similar settings. 
None of the physicians was a diplomate of. 
a Board of Examiners in Psychiatry, but — 
five were Board-eligible. All but two had — 
had substantial training and in 
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ANALYSIS OF THE DATA. resulting from the homogeneity of the sam- 

ple with respect to the behavior in question. © 

& Table 1 identifies each of the 52 rating It appears probable, however, that many of . 
% seales, and includes the mean of the ratings. ‘the low correlations are a consequence of — 
that the ratings have for the physicians and 
: tions. It also includes the correlation coeffi- Onin thet 
it cient. between the nurses’ ratings and the wid: bia 
physicians’ ratings for each of the scales. ia tha | 
comparative scrutiny of the mean 'tat- aracterised by kind of lask lof disctitn 
by sae ination. This lack of discrimination occurs 
nurses generally rated the patients lower in the form of the rater’s astribing « gener- | 
_ respect to such pertinent characteristics as given individual without due regard to the | 


various scales. Possibly this form of over-. 

d generalization or lack of discrimination is 

Me ences are all statistically significant, as are | 


more prevalent among nurses than among 
the physicians. A possible tendency for one- 
group to overgeneralize rather indiscrimi- 


~ - many other less practically significant dif- 
F _ ferences revealed by Table 1. These par- 


nately could account for some of the rela- 
submissiveness and slowing, cannot be rated 

: tively low interrater: correlations between’ 
satisfactorily on the basis of observation 

_ alone, and suggest that the nurses may be Au a of the sionifi f | 

| gnificance of a. 

Ppo ings contributed by the physicians and also 


observe, habits of intercorrelating all the scale ratings con- 
interpretation of observation is not alto- toe th If the rati the: 
| gether clear; probably all of these consider- 

| nurses were more subject to the “halo ef- 


fect” than were the ratings of the physi-. 
2 pughts and cians, we would expect them to show more 
relatively high correlations than would those 


_ whereas such factors maybe the essence of of the physicians: af tis two. 
q ; Sommunication. between the physician abd sets of intercorrelations shows that the i in- 
the psychiatric patient. This analysis of in- tereorrelations retinas! 
dividual scales leads to the inference that are lieher than are the interteneiations! 
wie benevior by among the physicians’ ratings. Specifically, 
nurses and physicians may contribute of dhe 
preciably to the differences in the ratings were above .40, whereas only 117 of the! 
summarized by Table 1. physicians’ scale intercorrelations were so. 
The interrater correlations included in high Tt would thus appear that the nurses? 
Table 1 make it further apparent that the ratings may be more highly generalized and. 
physician and the nurse are often basing jess discriminating than the physicians’ rat- 
their ratings on independent and unrelated ings. 5 ee 
considerations. Obviously, some of the low It was possible to identify numerous rat- 
interrater correlations would be a conse- ing scales which, when rated by the nurses, 


quence of the restriction of range of ratings yielded many ‘correlations as high as 40) 
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516 WITTENBORN, PLANTE AND BURGESS 
| 7 TABLE 1 
_ Comparison of Doctors’ and Nurses’ Ratings 
Mean . 
; Nurse [| M.D. Nurse MDxNurse 
1. Acute insomnia.............. | 0.66 | 0.93 | 0.91 0.36 - 
2. Ideas change with rapidity........... 0.18 | 0.56 0.54 -00 
3. Unjustified sexual beliefs............. iateede.s 0.04 | 0.22 | 0.20. —0.05 
4. Obsessive thoughts................... 0.89 0.99 1.13 
7. Constant movement.................. 0.16 0.77, | 0.50 0.18 
8. Unaware of feelings of others......... 0.52 | -| 0.69 0.32 
9. Use of physical symptoms............ 0.15 0.49 | 0.46 
. Disrupts routines............... 0.04 0.30 0.20 0.10 
. Temper tantrums. 0.66 0.74 | 0.79 0.34 
. Avoids people.............. 0.70 0:70 4: 0.06: 
. Shouts, sings and talks loudly..... 0.12 0.42 0.43 0.06 
. Behavior disrupted by phobias................ 0.42 0.68 0.78 0.29 
. Incontinent........... 0.16 0.57 0.37 0.16 
. Engrossed in plans............... 60.04 0.41 | 0.24 
. Feelings of impending doom.......... 0.54 | 0.71 | 0.85 0.26 
. Compulsive acts.................... 0.26 | 0.55 | 0.72 0.29 
. Exaggeration of well-being.................... 0.05 0.24 0.22 0.15 
. Unable to stick to plan.......... 0.73. | 0.75 | 0.75 0.05 
. Fears others misunderstand him...... 0.39 | 0.83 0.76 
. Delusional thinking................... 0.49 0.78 | 0.87. 0.18 
No organic basis for complaints............... 0.26 | 0.55 | 0.66 0.34 
Feels systematically persecuted......:........ 0.30 | 0.51 | 0.50 | 0.19 
Believes others influence him............... bays: 0.09 | 0.20 | 0.38 0.09 
Desperately distressed by anxiety.......... ee 1.15 0.83 | 0.94 0.41 
Organic pathology with emotional basis....... 0.27. | 0.74 | 0.69 0.29 
Dramatically attention-demanding............ 0.28 0.79 | 0.66 0.28 
Minimal overt activity. .............. 1.0.77 1.05 0.82 087 
Grandiose notions... .. 0.02'-| 0.00 0.14 
Does not believe he has a problem............. 304 
Compulsive acts............... 0.12. | 0.58 0.41 0.36 
Great variation in rate of speech.............. 0.19 0.64 | 0.46 we: ea 
Initiates physical assaults................ bain wis 0.06 | 0.52 | 0.28 | 0.00 
Abrupt mood changes. ........................ 0.70 | 0.87 | 0:76 ; 0.12 
Suicide attempts......... 0.40 | 1.06 | 0.79 0.32 
Failures of affective response. ................. 0.30' | 0.52 | 0.50 | 0.05 
No concern over physical handicaps........... 0.07 0.43 }° 0.29 0.57 
Cannot make decisions.......... 0.99 0.93 | 0.95 
Opinions exéeptional.. ......... 0.18 | 0.72 | 0.46 0.22 
Hallucinations.............. 0.01 | 0:31 | 0.10 0.30. 
Memory faults........ 0.20 0.64 0.62 0.10 
Fear of committing abhorred act.............. 0.32 | 0.68 0.77 7 OE. 
Words not relevant to recognizable idea... .... 0.13 0.32 0.44 —0.08 
. Shows failure and blocking.................... 0.84 0.72 0.80 |; 0.24 
Repudiates earlier insights............. 0.18 0.74 | 0.54. —0.04 
. Exaggerated affective expressions.............. ; 0.34 0.94 0.74 O39: 
. Characteristically oppositional................| 0. 0.20 | 0.62 | 0.49. (0.37 | 
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_ PHYSICIANS’ AND NURSES’ SYMPTOM RATINGS 


| mith other scales, yet when rated by the 
poysicians for the same sample showed rela- 


4 tively few correlations as high as .40 with 


© her scales. Several scales illustrate this 


a secrepancy quite strikingly. For example, 
i em 14, which is concerned with loud vo- 
* jlizations, bears a correlation as great as 


0 with 13 other scales when rated by 
4 urses, but with only five other scales when 


‘rated by physicians. Item 21, concerning 


| si aability to stick with a plan, is correlated 


os high as .40 with 11 other scales when 


rated by nurses, but shows equally high cor- 
‘yelations: with only ‘two other scales when 
_rated by physicians. Among the other scales 


showing such discrepancies are #24 (delu- 


sional thinking), #28 (intolerable anxiety), 
_ #30 (attention-demanding behavior), #41 
(indetisiveness), #47 (blocking and fail- 


ing) , and #52 (oppositional behavior). 


_ Why nurses’ ratings should appear to be 
much less discriminating than physicians’ 
_ ratings for these scales is not obvious. It is 
possible that the behavior represented by 
these particular scales is especially disturb- 
ing on the ward, or creates a generally dis- 
_ tressing situation for nurses, so that they 


see this aspect of behavior as ‘related to 


- many other difficult symptoms. 
_ If we consider the 12 rating scales which 
- contribute to the anxiety cluster score (4), 


4 


_ we find that the nurses rate them in such a 


way that they have 85 correlations as high 


as .40. Since 12 scales can be involved in 
- only 66 different correlations among them- 
_ sélves, some of the 85 correlations obviously 
_ involve scales which contribute to other 
_ symptom clusters. When we consider the 12 
_ seales for the physicians’ ratings, however, 
_ we find only 30 correlations as high as .40. 
_ It is apparent that the nurses are overgen- 

in their ratings; whether the phy- 


sicians are rating too narrowly cannot. be 
assorted with confidence. Comparisons with 
- interscale correlations for other samples are 
- not fully trustworthy because of hmited 
"similarity between the samples. Somewhat 
bese, however, is the fact that 1 in the 
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Middletown sample, which included an ap- 
preciable number of depressed patients, 
rated with unusual care by the physician 


responsible for the diagnostic study, the 12 


anxiety scales generated only 19 correla- 
- tions as high as .40 (1). If the Middletown 


sample is at all a relevant basis for compari- 


son, the physicians providing the ratings » 
for the present study should not be consid- | 
ered as excessively narrow or disjunctive in © 
their observation and rating | 
manifestations. 


If we consider the eight rating sates con- 


tributing to the depression cluster score (4), — 


we find that the nurses rate them in such a 
way that they have 38 correlations as high 
as .40. Since eight scales can be involved in 


only 28 different correlations among them- 


selves, some of the 38 correlations must in- 
volve scales 


same eight scales for. the physicians’ rat- 
ings, we find that only eight have correla- 
tions as high as .40. In their ratings of de- 


pression symptoms, as in their ratings of © 
anxiety symptoms, the nurses appear to | 


les which contribute to other 
symptom clusters. When we consider the — 


have overgeneralized. If we use the inter- 


that the eight symptom ratings for depres- 
sion generated 24 correlations as high as .40 


(1). This contrasts conspicuously with the 


eight correlations as high as .40 generated 


correlations from the Middletown sample 
again as a basis for comparison, we find | 


by the physicians’ ratings of depression 
scales for the present sample, This leads to 
the inference that, with respect to depres-— 
sion rating scales, at least, the physicians. 
providing the present data may have ob- | 


served and rated on too narrow a basis, and - 


that their depression cluster scores may not 


have as broad a significance as the depres- 


sion score based on the we on Mid-— 
dletown sample. — 

‘Thus we find that, thé nurses 
may have overgeneralized in most of their 
ratings, the physicians may have rated their 


patients’ depression symptoms on too re- 


strictive a basis. Perhaps these differences 


| 
| 
| 
| 
| 
| } 
| 
| 
ite : 


between the two professional groups can be 


reconciled in terms of differences in the 


- roles and circumstances of the two profes- 


sional groups in a hospital situation where 
the patient load is heavy and a great burden 
is placed on all personnel. Specifically, the 


nursing personnel may overgeneralize on 


the basis of symptomatic characteristics 
which are particularly obvious on the ward, 
and may fail to make distinctions with re- 
spect to symptomatic features which could 
be known only on the basis of an intimate 
understanding of the needs and feelings 
which may best be inferred from the inter- 
view. The physicians, however, have limited 
opportunity to observe the patient on the 
ward (probably less opportunity than the 
Middletown physicians), and probably 
make their most valid ratings on the basis 
‘of their daily interview with the patient. 


SUMMARY AND CONCLUSIONS 
Symptom ratings and other observational 


data provided by the members of different 
professional groups are often combined or 


used in some other manner which disregards 


possible differences in their observational 


basis or interpretative significance. The 
practical importance of such possible dif- 
ferences was recently drawn to the writers’ 
attention in a study of the relative efficacy 
of various ways of treating depressions. © 
In the present study the possible nature 
of‘such differences was examined by an 
analysis of ratings for 100 women observed 
by nursing personnel and by physicians dur- 


ing the course of a five-day period. As a 


consequence of this analysis, three kinds of 
differences between the ratings of nurses 
and physicians became apparent: | 
- 1) In general, physicians appeared to see 
+». and to rate more severe levels of psy- 
chopathology than did nurses. 
2) The subjective aspects of a patient’s 
| illness are more apparent to Avice’ 
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overgeneralize in their ratings of p..- 


tients, and are less discriminating a 


reacting to symptomatic distinctiors., 
_' These differences are discussed from tl:e 


standpoint of differences in the responsibi:- 
ity for observation and care which exists in 


most hospital situations. Specifically, the 


- nurse’s observations are guided by the fact — 


that she must maintain ward routine and 


be sensitive to patient characteristics which 
complicate her work. In contrast, the phy- 


sician’s opportunity to observe the patient 
tends to be limited to the examination and 


interview situation, with its emphasis on 


subjective considerations, In most State 
hospitals, the nurse’s interest. cannot go be- 
yond the physical aspects of the patient’s 
care and progress, whereas the physician's 


' inquiry is almost invariably concerned with 


how the patient feels and what he thinks. 


The possibility that differences in the 


training of different professional groups, as 
well as differences in the roles they play in 


hospital situations, can be a major deter-— 


miner of differences in symptom ratings is 


suggested by the broad “halo effect”? which 


was implied by the analyses of the nurses’ 


data. Regardless of- differences in training, 
however, it appears that results from symp- 


tom rating scale data should be viewed in 


the light of the résponsibilities of the rater 


and his opportunity to observe. 
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‘The of the on Chronic 


altimore have led to some misinterpre- 
tations, by the lay press as well as by pro- 


| sim on the prevalence of mental illness in 


fessional media, of the statistic that the 
prevalence of mental disease is ten per cent 
in an urban population (8-10). ‘This preva- 


lence figure in the Baltimore study was con- 
fined’ solely to non-institutionalized cases 


and excluded certain clinical entities, e.g., 
mental deficiency. In an earlier paper, it was 
suggested that if these omissions—State, 
private and Veterans Administration hos- 


, pital cases—are included, the prevalence 
pate increases from one case in ten to one 


in eight (6). This latter rate, of course, is 


| ‘still quite far removed from the statement 
_ that three-fourths or more of the popula- 
- tion are psychologically impaired, as has 


been suggested by-some studies. It is there- 
fore readily apparent that, even with a one- 


in-eight distribution, the diseases grouped 
under the heading of psychiatric disorders 


are probably as frequent, disabling and 
costly as any comparable group. 


This paper attempts to add a demo- 


: “graphic dimension to the data on the prev- 


alence of: mental illness. Its concern is with 


_ the distribution and implications of psychi- 
disorders by diagnosis and sex. 


3 ORIGIN OF DATA | 
The data to be presented on the prev- 


alence lof mental disorders in Baltimore were 
_ derived from four sources, the sources con- 
_ stituting a relatively complete assessment 


of the reported, unreported and publicly 
: institutionalized cases of mental disorder. 


= 
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la SURVEY OF MENTAL DISEASE IN AN ‘URBAN POPULATION. 
| V: AN APPROACH TO TOTAL PREVALENCE 
_ BY DIAGNOSIS AND SEX 


BENJAMIN PASAMANICK, M.D: 


Data on the prevalence of these chronic 
disorders among non-institutionalized per- 


sons were in part derived from the Commis- 


sion on Chronic Illness, which conducted 
a questionnaire investigation supported by 
clinical evaluations of a large number of 
carefully selected persons in the community. 

1) The Commission on Chronic Iliness 
Report: This Commission, an independent 
agency founded jointly by The American 
Medical Association, the American Hospital 
Association, the American Public Health 
Association and the American Public Wel- 
fare Association in 1952-1955, conducted a 
survey of the prevalence of chronic dis- 
orders in Baltimore. The research design 
and references to the various phases of the 
study, the sample characteristics, and the 
biases and limitations are detailed in the 
fourth volume on Chronic Illness in the — 
United States (1). The data included in this . | 
report are based on a stratified sample of — 
approximately. 1200 individuals, of whom 
809 responded and were given thorough . 
clinical and laboratory evaluations at. the 
Johns Hopkins Hospital, as well as con- | 
sultations with the relevant specialties when | 
necessary. By the proper application of | 
weights, the 809 evaluees were found: to be. - 
distributed almost identically by age, color — 
and sex with the Baltimore population; so | 
that the rates to be described, with certain — 
limitations, may be deemed to be represent- — 
ative of the non-institutionalized Baltimore — 
population. A miscellaneous group of child- — 
hood behavior disorders, mild mental de- — 
fects, alcoholism and other minor person- | 
ality or behavior difficulties which had an — 
adjusted rate of 15.2 per thousand is ex- © 
cluded from this report because it was felt - 
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that the judgments pf both examining phy- 


sicians and psychiatrists were probably not 
very reliable, and better sources a data 
exist in other studies. 

2) Study of Prematures: a another 
study, 500 prematurely born infants and an 
almost similar number of full-term contro 
born in Baltimore in 1953 were examined a 
approximately 40 weeks of age at the Johns 
Hopkins University School of Hygiene (3). 
This sample was adjusted to the Baltimore 
infant population by controlling for the 
rates of prematurity, race, sex and socio- 
economic status. On this basis, a total rate of 
15 per thousand mentally defective infants 
was derived (2). These are the organically 
impaired ‘mental defectives, and do not in- 
clude the socioculturally and educationally 
retarded children. Inclusion of the latter 
would result in the estimates of four to 14 
per cent found in the school-age popula- 
tion. 4 

It might be added that re-examination of 
the children at three years of age confirmed 
these- rates, and also indicated the high re- 


liability of the infant examination pro- 


cedures. While the prevalence rate of 15 per 
thousand is for a pre-school age population, 
it is not too unsafe to use it for the total 
population, since little or no ‘improvement 
in intellectual functioning can be antici- 
pated for these children. Because a number 
of these cases may be expected to be re- 
moved by death, clinical judgment leads us 
to believe that the rate constancy of this’ 
diagnostic category will result from the addi- 
tion of brain-damaged individuals who, at 
later ages, will be pushed down into the 
definitely defective and severely impaired 


group by the interaction of ecto 
and organic factors. 


3) Institutional Rates: A third source of 


Since these retardates are not 
mentally ill or primarily medical problems, it was 
deemed inadvisable to include them in any total 
prevalence picture. Infancy is thus the ideal age 
during which organic impairment can be differenti- 
ated from the psychologic effects of an _— 
erished and deprived environment. | 


data on mental disorders was those Bal i- 
more residents hospitalized as of June 1, 
‘1954, consisting of all of the individuals in 
_ the three State mental institutions admitti ig 
patients from Baltimore and from privste 


hospitals. Unfortunately, hospital census 


cording did not include city of residence, so 
the data had to be secured laboriously ¥ 
hand from the hospital records. 

4) Veterans Administration Facility 
Rates: A frequently ignored source of data, 
particularly when institutionalized cases are 
considered, is the Veterans Administration 
facilities. This is a common source of bias, 


particularly when sex and age differences are _ 


considered. We were fortunate in being able 
to use the data of a 50 per cent systematic 
sample of the Baltimore residents of the 
Veterans the Baltimore 
FINDINGS 
A summary follows of the Racine in 
terms of prevalence by diagnosis and sex: — 
1) Psychoses: Most reports of the distri- 
bution of the psychoses by sex have been 
based upon first admission data to State 
hospitals. The rates for such admissions 
were and are higher for females (4). To ex- 
plain this differential rate, any number of 
constitutional, psychologic and social vari- 


ables and hypotheses were suggested. Fe- 
males were postulated as weaker biologi-— 
eally, and as subject to greater psychologic 


stress because of the shifts from mother to 


father figure, and because of the hypothe- 
sized penis-envy problem. The most logical © 
of social explanations suggested that, when a — 


wife and mother fell ill, there was no one at | 
home to care for her, since the breadwinner | 


was out earning a living. Because a wife . : 
could care for her husband, men tended to — 
remain in the community to a greater extent — 
than did women. Also, in a male-dominated 
society, many more women than men failed | 
to marry. The status of the single, widowed _ 


or divorced female may in itself represent a — 


_ stressful situation ; when sick, her status is | 
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further impaired, with 
frequently representing the only feasible re- 


course. The trouble with these hypotheses is 
“that, apart from their surface validity or 


lack of it, they are largely unnecessary: as 
the data in Table 1 indicate, male rates ex- 
ceed female rates in the ratio of five-to- 
_ three in the Baltimore population. 


The Baltimore data indicate that the 


| _ non-institutional rates are more than twice 


as high for males as for females—6.00 cases 
_ per 1000 males as opposed to 2.70 per 1000 


females. The comparable State” hospital 
: | rates for males and females per 1000 per- 

_ Sons are 3. 76 and 3.91; the private hospital 

rates, 10 and .24; Veterans Administration 
: frente rates, 1.02 and .02. The total male 
_ rate of 10.88 per 1000 persons is therefore 
: substantially greater than the. female rate 
6.87. 


Indeed, even if the rates, 


are obviously derived from a small 
_ tumber of cases and therefore likely to be 


unstable; were omitted from consideration 


and only the total institutional rates com- — 
_pared, male rates would exceed female rates. 
The former are 4.88, the latter, 4.17. This © 
difference is sufficiently small that post hoc 
explanations seem unnecessary. Variability | 


MENTAL DISEASE PREVALENCE 
TABLE 1 
Presalonbs Mental in Baltimore as‘a- Rate per 1000 
Persons by Diagnosis, Sex, and Source of Data 
Non-Institutional | State Hospitalst Hospitalst | V. A. Hospitals§ | Total 
F F | 
P. ychoses 8.81] 17* | 6.00| 2.70) 3705 170 10/0.24| 239 6.87 
Psychoneuroses | 52.69} 51* |35.60; 68.00) 45 |0.0410.05) 14 (0.01/0.02) 7 (0.03) — |35.68) 68.07 
logic, Auto- 
nomic and 
Visceral Dis- | 
orders 
‘Acute Brain sig “a —| — |—| 0.03 | 
Mental Deficiency, 15.00} |25.90 | —| —|—|— [25.90] 6.20 
Total 113.14] 112 |86.40)129. 30 3874 |4-04|3.99| 188 |0.12]0.26) 246 |1 


| ® Based on clinical examination of a stratified sample of 809 basividwale 3 in the survey by the Com- 4 

2 ‘mission on Chronic Illness in Baltimore in 1952-1955 and adjusted to the Baltimore population. | 
_ _} Based on clinical examination of a stratified sample of 992 infants born in Baltimore in 1953 and 
adjusted to the Baltimore population. 
} All Baltimore residents in the Maryland State and private as of June |, 1954, taken from 
the hospital records. 
~—  § Based on a 50 per cent systematic sample of the Baltimore vesldente in the Veterans Administra- © 
tion Facility serving the Baltimore area. | 


in diagnosis probably has little bearing on — 
these rates, since a psychosis usually pre- 


sents symptoms of a florid nature. 


2) Psychoneuroses and Psychophysio-— 


logic, Autonomic and Visceral Disorders: 


It should be apparent from Table 1 that: | 
a) these classes of disorders are largely to. 
be found outside of hospital settings; b) the 
total prevalence rate for these disorders is 
nearly nine per cent; c) the psychoneuroses ‘ 
rate for females is almost twice that for. 
males; d) the psychophysiologic-autonomic- 


visceral disorders are encountered almost. 


three times as frequently in females as in | 


males. 


Caution should be in interpret- 
ing these data, since the findingsare based. 
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upon small of cases. Despite this 
limitation, the rate disparity between males 
and females determined in this investiga- 
tion has been described by others and does 
not seem extreme. In view of supporting 
data from others, an attempt at a post hoc 
explanation of this rate discrepancy is in 
order. One of the possibilities which should 
be investigated is that the admission of 
emotional and psychologic difficulties, fears 
and anxieties is not aceptable for men in our 
culture but is, within limits, permissible for 
women. As a consequence, both the psycho- 
neuroses and the psychophysiologic disor- 
ders which involve reporting of these symp- 
toms would be missed much more frequently 
in men than in women. Again, sincé these 
disorders are sometimes accompanied by al- 
coholism or other complications, it is not 
unlikely that other _diagnoses—e.g., acute 
brain syndrome behavioral and_per- 
sonality disorders—will be preferred to psy- 
choneurosis and psychophysiologic disor- 
ders. 

3) Acute Brain Syndromes: The diagnosis 
of acute brain syndrome is almost wholly 
secondary to alcoholism, and_ therefore 
should be much more frequent in males than 
in females. The Baltimore data indicate that 
there were no non-hospitalized cases in 
which this diagnosis was made. In the hos- 
pitalized population the rate for these dis- 
orders is only .14 per 1000. Of this small 
number of cases, the rate for males exceeds 
that of approximately eight-to- 
one. 

The most hicleel post hoc explanation for 
the preponderance of males is that it reflects 
alcoholism rates. A premium is placed in our 
culture on the use of alcohol by the male. 
It is frequently—and, at certain class levels, 
an integral—part of his occupational and 
social life, and fewer restraints encumber 
male drinking. Inasmuch as drinking is en- 
couraged as a symbol of “maleness,” and as 
a prelude to and an aceompaniment of inter- 
personal relationships, atid is an institution- 


alized method of escaping the en 


of ordinary the higher’ male rales 
are hardly surprising. 

_4) Behavioral and Personality Trait Die 
‘orders: Table 1-does not contain any esti- 
mate for that sizable but poorly defined 
group of conditions coming under the rubric 
of behavioral and personality disorders, 
These diagnoses were so unclear and proved 
to be so unreliable in the chronic-illness 
survey that they were omitted from con- 
sideration in the reports of this survey. 
However, on the basis of data in our study 
of behavior disorders in children, a crude 
estimate of a prevalence rate of 10 to 15 
per thousand was derived for the Baltimore 


pepulation (12). While this total rate may 


be somewhat unreliable across age groups, 
the distribution by sex appears to be stable. 
The male rate ranges from twice to six times 
that for females. This rate difference is par- 
ticularly noteworthy for children who are 
hyperactive, confused and disorganized— 


symptoms often closely associated with 


brain damage (11). It is tentatively sug- 
gested that this hypothesized greater fre- 
quency of brain damage in males may serve 
as one of the predisposing elements in the 
precipitation of psychoses and, in turn, for 
thegdbnificantly higher rates for psychoses 
among: males. This postulated sequence of 


causality is of course extremely tentative, 


and requires much more testing. _- 

5) Mental Deficiency: The case for the 
postulated relationship of brain damage as 
a predisposing factor in the psychoses and 
personality trait. disturbances is even 


stronger in the area of mental deficiency. 


For one thing, almost every epidemiologic 


investigation of the incidence or the preva- 
lence of mental deficiency has reported — 
higher rates for males (5). Our Baltimore — 
findings are in full accord on this point. They — 


reveal, first, a prevalence rate of 1.4:per cent, 


and, second, a ratio of four-to-one of males — 
to females. This great discrepancy may be — 
due in part to the instability inherent in = 


eed of a small number of cases. 


_ At any rate, this higher male 1a is ies | 
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io be found in a number of other conditions 


| wi ich have been thought to be associated 


wich the precursors (¢.g., prematurity) of 
matal brain damage. In earlier studies of 
aoe we found this to be true for cerebral 


pe lsy, epilepsy, behavior disorders and tics 


' (7). The same findings are apparently pres- 
ent throughout the continuum of reproduc- 


five casualty. Fetal death, stillbirth and 
| nconatal deaths are all much more common 


: A number of epidemiologic investigations 
conducted simultaneously on samples of the 
Baltimore population permitted an ap- 


in males than in females. This suggests that 
there may be some factor which leads to 


more frequent injuries to the central nerv- 
ous system of male fetuses. Whether this 
lies i in the germ plasm of the male or—much 
more likely—in some incompatibility _be- 
tween the male fetus and the female mother, 


or in some other as yet unidentified mecha- 

--pism, is purely conjectural. What is not 
conjectural is the finding of higher impair- 

- ment rates for males across a wide spectrum 
of conditions. So significant is this finding of | 
more frequent male impairment that real 


effort should be exerted to establish ‘the 
causative mechanisms, and thus prevent 


much of neuropsychiatric disorder. 


‘proach to a realistic estimate of the total 
prevalence and sex distribution for different 


_ diagnostic categories of mental illness in 
this urban population. Some hypotheses and 
. explanations are offered with regard to the 


sex distribution of disorders ranging from 


_the psychoses to mental deficiency. 
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A LONGITUDINAL STUDY OF THE ELECTROENCEPHALO- 
GRAPHIC AROUSAL RESPONSE 
DEPRESSED PATIENTS! 


W. PAULSON, M.D? ann GILBERT GOTTLIEB, PuD? 


The electroencephalographic arousal re- 
sponse is well known to be globally cor- 
related with the psychologic process of 
attention (2). The present investigation rep- 
resents an attempt to specify relationships 
between certain characteristics of the 
arousal response and aspects of the atten- 
tional process. 

From the standpbint of the 
cephalogram (EEG), the blocking of alpha 
rhythm in response to discrete environmen- 
tal stimulation (the arousal response) has 
at least three characteristics. If alpha- 
blocking occurs, the EEG records 1) the oc- 
currence itself, 2) the latency, and 3) the 
duration of the occurrence. 

The possible relationship of these three 
EEG characteristics to the psychologic 
precess of attention can be explored by 
making certain assumptions: 

1) The suppression of alpha activity in 
response to discrete environmental stimula- 
tion indicates the registration (effects) of 
such stimulation in the central nervous sys- 
tem; if so, the presence or absence of alpha- 
suppression could describe the attentional 
threshold of the subj eet at the time of stim- 
ulation. 

2) The latency of siedadsanesiaalies re- 
flects the promptness with which the stimu- 


lation is registered—if so, it (iatency) is a 


measure of the rapidity with which the alert- 


ing. response is made. 


Division of Research, North Carolina Hospitals 
Board of Control. 

*Psychiatric Staff, Dorothea Dix Hospital, 
Raleigh, North Carolina. The authors acknowledge 
their indebtedness to Dr. Myron G. Sandifer, Jr. 
for his advice and encouragement, and to Mrs. 
Ferne Winborne for technical assistance. 

Psychology Laboratory, Dorothea Dix 
tal, Raleigh, North Carolina. 


3) The duration ins 
dicates the length of time the orienting 
mechanism is occupied by stimulation—col- 


loquially, the amount of time the person. 


or animal pays attention to stimulation. © 

Thus, on the basis of these assumptions, 
the EEG arousal response may supply 
information concerning the threshold of 
alertness, the promptness of the alerting re- 
sponse, and the length of the orienting agate 
ess. 

In the present study disks dimentary 
(and probably oversimplified) suppositions 
were applied to an analysis of the EEG 
arousal response of depressed patients, a 


psychiatric group whose attentional 


seem fairly obvious. 
A patient in a classic state of retarded 
depression exhibits what is called “psy- 


chomotor retardation”—that is, the person 


thinks, responds and moves more slowly 
and laboriously than had been his custom. 
Depending upon the severity of the depres- 


sion, he may also manifest disturbed sleep, 


decreased appetite, and decreased perform- 
ance of sexual (genital) activities. The de- 
pressed person seems in general to be 
self-absorbed and preoccupied, with a corre- 
sponding impairment in attention or alert- 


ness to environmental stimulation. The 
presence of an apparent attentional deficit. 
and the probability of a fairly, rapid. 
clinical recovery make depressed patients 
particularly suitable for a longitudinal ex- 
ploration of relationships between charac- § 
teristics of the arousal response and aspects _ 
of the attentional process. On the basis of _ 
the assumptions stated earlier, certain — 
changes should be predictable in the arousal _ 
response of these patients as they move from 
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| wression to. clinical recovery. These 
* unges are stated below as hypotheses. 

i) If the depressed patients’ thresholds 
+ responding to environmental stimula- 
tic n are higher than usual during depres- 
sic n, then the arousal response (evoked by 
en vironmental stimulation) should o¢cur 
frequently during depression than 
re 20very. 

_ 2) If peripheral rate of responsiveness is. 


retarded during depression, then the latency 


of the arousal response should be longer 
- during depression than upon recovery. _ 

3) If central responsiveness and integra- 
| Be activities are retarded during depres- 
sion, then the duration of the arousal re- 
sponse should be longer 


Eleven male and female 


&, 
ae 
oe 


hospital patients whose primary diagnosis 


was “depressive reaction” or “psychotie¢ de- 
pression” (manic phase excluded) composed 
the subject population. The sex, age, diag- 
nosis and type of therapy are presented for 
each patient in the first four columns of 
‘Table 1. None of the patients was physi- 
cally ill or mentally defective. 

Method: Each S was seen tiee~20itie 
Ahree days of admission, and within four 
days of discharge. At these times S was 
given a modified version of the “Depression 
Seale” of the Minnesota Multiphasic Per- 


‘sonality Inventory (MMPI) and a “waking 
EEG.” The results of the MMPI served to 
“quantify” the degree of Ss’ depression 


when they were ill and recovered, thus sup- 
_plementing clinical impressions. 


electroencephalograms were obtained 
by an 8-channel Grass machine, using con- | 


_ ventional lead placements and needle elec- 


(fe - trodes; Single light flashes from a Grass 
+=Stimulator 

arousal responses while the S reclined (eyes 

_ closed) in a supine position. (The procedure 


were used to elicit 


-fotlowed in detail that described by Wilson 
(3).) 
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measurements reported in this dudy were 
recorded from the right parieto-occipital 
leads. Arousal latency was measured as the 


‘interval between the light flash and the 


start of alpha-blocking (1.e., from the flash 


the interval between the last alpha wave 


following the flash and the first of three | | 
eonsecutive alpha waves after blocking. All 
times were recorded to the nearest .01 sec. _ 


Finally, the total number of arousal re- 


‘sponses over the total number of light 
baa was tabulated for each record. 


performance on all measures 
used in the study is presented in Table 1, 
together with the group totals and the re- 


sults of the statistical analyses: (The ad- 


vantage of presenting all of this informa- 
tion lies in its making individual variation 
open to serutiny, a possibility sometimes 


neglected when only group — or central — 


tendencies are stressed. ) 
Table 1 shows that the mean Anetta 


‘scale score of Ss was considerably lower 


(from 52 to 22) upon recovery from their 


depressive illness (z.e., the patients were 


significantly less depressed upon discharge 


from hospital). In addition, each individual 
showed a decline in his depression scale 


score. As none of the patients was hospi- 


-talized more than 60 days, these findings 
indicate a fairly rapid and dramatic change 


in their psychologic state over that period 
of time. 

The occurrence of alpha-blocking over 
the total number of photic stimulations is 
presented in the last two columns of Table 
1. As can be seen, eight of the 11 Ss mani- 
fested more frequent alpha-blocking upon 
recovery. This result did not, however, 
achieve statistical significance (p = .11). 
For statistical significance, according to the 
Sign Test, nine of the 11 patients would 
have had to show the change (p = .03). 
The sex, age, diagnostie and treatment data 


to the last alpha wave before blocking of 4 
alpha activity). Duration was recorded as 


ol. 
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| Summary of Data 
Patient | Sex| Age | Diagnosis [Treatment 
Re- 
J.M. | M | 52| Psychotic | ECT . 86 21 .69 | 21/33 | 20/108§ 
depression 
S.W. | M | 59 | Psychotic ECT _ 63 17 .69 | 7/34 | 65/130 
B.D. | F | 58 | Depression | drug meee 26 .73 | 9/13 | 17/33 
reaction 
R.J. | F | 51 | Psychotic | drug 37 16 - .60 | 30/121 | 33/107 
depression 
L.I. | F | 40 | Depressive | ECT 64 16 0.68 | 23/107 | 65/120 
reaction | 
V.P. | F | 38 | Depressive | ECT 48 14 .8710.51 | 3/101 | 18/118 
reaction 
L.H. | F | 49 | Psychotic | drug 47 24 -63/0.70 | 30/140 | 30/133 — 
depression | 
R.E. | M | 21 | Psychotic ECT 55 12 .563 | 31/122 | 10/23 - 
‘| depression) | 
J.S. | M | 56 | Depressive | drugs 40 ae 71 | 26/113 | 17/1155 
reaction 
J.M. | F | 37 | Depressive | drugs 59 .52 17/182 27/127 
reaction {| 
B.I. | F | 48 | Psychotic | ECT 25 74 | 12/94 38/123. 
depressio 


* The mean depression scale score of the patients when recovered was. lower than the mean score 


during illness (p < 005, one-tailed probability). 
t No change in mean latency. 


t The mean duration of alpha-blocking. was shorter upon recovery than during illness (p < a 


one-tailed probability). Counter to the predominant trend, four of the 11 patients manifested en 


durations of alpha-blocking upon recovery (patients 8. W., B. D., L. H. and J. M.). 


§ Eight of the 11 Ss showed more frequent alpha-blocking upon recovery. According to the Hien | 


Test, however, this finding fails to achieve statistical significance (p = .11). (Patients J. M., B. D. and 
J.8. showed less frequent alpha-blocking upon recovery. ) In some instances, less than 100 photic stimu- 
lations were presented during a session, such sessions being prematurely bormionted to inake the ule 


machine available for critical or emergency purposes. 


yield no ready explanation for the failure 


of the three individuals to follow the general — 


trend. As can be seen from the group totals, 
the proportion of arousal responses upoh 


recovery was almost twice the proportion 


evinced during illness. | 
the mean latency of the arousal response of 
the group remained unchanged upon re- 
covery. The particular figures of .11 sec. 
(“all”) and .11 sec. (“recovered”) are in 
the range reported by other investigators 


for different types of S populations (1). 


This. finding suggests the stability of the 
latency aspect of the EEG arousal response. 
Perhaps the most ‘striking difference in 


the arousal response from the “ill” to the 
“recovered” states was found in its dura-_ 
* tion (columns 10 and 11 of Table 1). The. 
mean duration of the group changed from > 


.79. sec. during illness to .64 sec. upon re- 


covery (p < .05)—that is, thé duration of _ 
alpha-suppression was shorter upon recov-— 
ery than during the depressive illness. 
Though the difference between the group - 
means was statistically significant, four of 
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4 fhe 11 Ss did not. manifest a shorter mean 
_ curation of alpha-blocking upon recovery. 


| in these four patiénts, so that 


Sex, age, diagnosis and treatment were not 


€ their deviation from the average trend does 
hot seem explainable. | 


| DISCUSSION | 
1 stated that, if Ss’ 


thresholds for responding to environmental 
stimulation are elevated during the illness, 
_alpha-blocking should occur less frequently 
_ during depression than upon-recovery. Bight 
of the 11 Ss in the present study showed 
more frequent alpha-blocking upon recov- 
ery, and the proportion of arousal responses 
of the group upon recovery was almost 
twice the proportion evinced during illness. 
_ Thus, there was some support for the notion 


that a person’s threshold for responding to 


environmental stimulation is more elevated 
_ during depression than during his more cus- 
-tomary functioning. This problem can be 
examined further by utilizing stimulation in 
_aNphysically graded series, rather than the 
physically unchanged stimulation 
_ in the current study. 


The question arises as to whether we are 


dealing only with an elevation of the thresh- 
old for environmental stimulation, or a 


generalized impairment of arousal level. 


Specifically, has the lowered environmental | 


attentiveness resulted from a focal shift of 
attention from the environment to “inter- 
nal” stimulation, or is there also an impair- 
_ ment in awareness to the “inner” aspect of 
_ stimulation? The arousal response is usu- 
ally defined in relation to environmental 
_ stimulation, and as a consequence there 
seems to be no ready way to search for the 


electroencephalographic answer to this 


problem. For the present, observations of 


_ depressed Ss suggest that reduced environ- 
mental attentiveness is 
_ heightened introspective concern. 


correlated with 


‘Hypothesis stated that, if peripheral 
cate of responsiveness is retarded during 


should be longer during depression than 
upon recovery. In the present study there 
was no change in mean latency at the time 


of recovery. The failure of the results to 


confirm the prediction from Hypothesis 2. 
suggests that, if environmental stimulation 


is suprathreshold (see Hypothesis 1), the 


arousal response occurs with the same 


promptness during illness as at the time of 


‘recovery. In other words, the. arousal re- 


sponse occurs relatively swiftly or not at 
all (akin to the “all-or-nothing” law con- 
cerning the transmission of nerve impulses). 
And during ‘depression, as already noted, 
the arousal response would seem less likely 
to occur. | 


Hypothesis 3 stated that, if central re- 
sponsiveness and integrative activities are 


retarded during depression, the duration of 
the EEG arousal response should be longer 
during depression than upon recovery. The 


. performance of seven of the 11 patients was 


in accord with this hypothesis, and the 
mean duration of alpha-blocking for the 
group was significantly shorter upon recov- 
ery than during illness. These findings offer 
some mild support for the idea that the 


duration of alpha-blocking may represent 
the temporal span of the orienting process. 
They also suggest that the orienting mech- 


anism operates more efficiently when the 
patient. has recovered from the vane 
illness—that is, the environmental stimula- 
tion (or incoming “signal”) may be proc- 
essed in a temporally shorter order upon 
recovery than during illness. This increase 
in temporal efficiency coincides with the 


- waning of the psychomotor retardation ob- 


served upon recovery from depressive ill- 
In general, the findings of this study have 


indicated certain reversible changes in brain. 


function during depressive illness. The na- 
ture and direction of the changes were in 
general accordance with predictions made 
from hypotheses concerning the attentional 
deficit manifested by the particular psy- 
chiatric Ss in question. The Aindings offer 
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some support for the thesis that certain 
characteristics of the EEG arousal response 


are definitively related to aspects of- the 
‘attentional process. The specific assump- 


tions underlying these relationships require 
broader testing before they can be — 
or rej jected. 


: 
SUMMARY 


The purpose of the present study was the 
exploration of certain relationships between 
characteristics of the EEG arousal response 
and aspects of the attentional process. Ac- 
cordingly, the occurrence, latency and du- 
ration of the EEG arousal response were 
recorded in 11 depressed Ss during their ill- 
ness and upon recovery. Eight of the 11 


showed more frequent arousal upon recov- 


ery, whereas latency was unchanged, and 
the average duration of the arousal re- 


sponse was foreshortened. These resul s 
seem consonant with the suppositions tha , 
during depression, attentional threshold s 
higher and central integrative processes aie 
slower than is usual with the patient. The 
findings also offer some support for the 
thesis that the occurrence and duration cf 
the arousal response are respectively rc- 
lated to the threshold of alertness and the 
temporal of the orienting 
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most. theories of dreaming (8) 
touch on some aspects of the connection be- 
tween dreaming and the sleeping state, only 
‘’ occasional view has been advanced em- 


phasizing the connection of the dream with 


‘erousal or alerting processes (4). Freud, 


y ecognizing the alerting aspects of dream 


: consciousness, went on to develop the theory 


‘of the sleep-maintaining effect of dreaming, 


‘and, further, the idea of a specific function 


of the dream: to preserve sleep. The con- 


cepts of wish-fulfillment and disguise 


emerged as integral parts of the guardian- 
ship of sleep function. The experimental 
: ‘studies of Kleitman and his associates (1, 


2, 5-7) call attention to the occurrence of 
‘repeated partial awakenings during the 
sleeping phase of the sleep-waking cycle. 


‘That these repetitive, abortive bouts of 


‘awakening have been found to be associated 


with dreaming suggests the possible rela- 
‘tionship of dreaming to the vigilance needs 
of the sleeping organism. The applicability _ 
| of the concept of vigilance to dreaming and | 


other states of altered consciousness will be 


‘ 


VIGILANCE AND DREAMING | 
Liddell (10) emphasized the role of vigi- 


: lance in his studies on induced neuroses in 
animals: “We know that even the simplest 


- mammal, wild or domesticated, must at all. 


times be asking both of our questions— 
‘What is it?’ and ‘What happens next?’ 


_ Vigilance and planning are, of necessity, 


¢ 41 Based on clinical data from a study of cerebral 
_ vascular disease conducted at the Second (Cornell) 
- Neurology Service, Bellevue Hospital, and sup- 
_ ported by Grant No. B-2352, National Institute 
for Neurological Diseases Blindness, U. 8. 


_ Public Health Service. 


4 


4 New York. 
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"DREAMING, ALTERED STATES OF CONSCIOUSNESS AND 
THE ee. OF VIGILANCE? 


MONTAGUE ULLMAN, M.D? 


dynamically inseparable. ” He makes the: 
following interesting conjecture on the re-. 


lation of unconscious processes to vigilance: 


“We may imagine that early in each per- — 


son’s life his stream of experience branches 


and the life of immediate awareness di- 


verges from the life of unawareness. A dy- 
namic barrier, as Freud suggested, now 
separates conscious from unconscious. Why 
is this? May it not be that the young child 
can freely communicate certain experiences, 
thoughts and fantasies, while others incite 
in him a state of primitive vigilance be- 


cause of fear of punishment, of loss of love? 


These repressed materials of the uncon- 
scious may be thought. of as detonators of 
wasteful visceral reaction and must, there- 
fore, be cautiously dealt with by the or- 
ganism. Conscious aid unconscious then be- 
come matters of social communication— 
ease of communication or impossibility of 


communication.” 


The human organism shares with low 
forms of life this need for vigilance. Uni aod 
in the human, however, are the manner and 
form of vigilance operations. Behavior, 
consciously directed in the waking state, is 


- geared toward the maintenance of related- 


ness to the social environment. Potential 
threats arise out of the context of social 
existence, and the diffuse ramifications of 
the threat extend to experiences that expose 
the flaws, gaps, inadequacies and miscon- 
ceptions of consciousness. Such threats now 
extend to any experience that challenges 
value ‘systems, social status or psychologic 
mechanisms of defense. In the everyday 
experience of the human being, threats of 
this nature overshadow direct threats to 
physical existence. While he is awake, 
vigilance is tempered by adequate con- 
ceptualization, communication and be- 
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havior. In the neuroses and psychoses there 
are disturbances in all these areas. Vigi- 
lance operations are then attended by 
chronic anxiety states, autistic thought 
processes and organ pathology. _ 

The problem of vigilance comes into focus 
more sharply in connection with the sleep~: 
wakefulness cycle (14): “The necessities 
which confront the human organism in con- 
nection with sleep are of a twofold nature. 
With the inception of the sleeping state 
there arises the need to effect a radical 
transformation in the activity of the in-' 


dividual. Social orientation and relatedness’ 
to the external environmert give way to a _ 


form of activity governed primarily by 
physiological needs and hence occurring at 
an involuntary level. | 

“Similarly, the transition from sleep to 
wakefulness in response to any stimulus of 
sufficient strength impinging upon the or- 


ganism is characterized not simply by the 


process of awakening, but more signifi-, 


cantly by the resumption of consciousness 


of one’s social existence. In the human be- 
' ing these significant stimuli now include 
symbolic as well as direct sensory effects. 
The state of vigilance during sleep has 
shifted from one involving danger to the 
organism at an animal level, viz., in terms 
of physical attack, to one involving danger. 
to ae organism in its relatedness to s0- 
cie 

The executive function of the brain is at. 
every moment contingent upon the arrival, 
ef an endless supply of orienting afferent 
stimuli. Consciousness is a measure of the 
capacity to integrate these stimuli and or- 
ganize appropriate motor responses. In 
states of partial awakening, the function- 
ing of the brain becomes radically altered. 
It mobilizes the current or residual experi- 
ence of the individual in a manner that, in 
effect; makes the cumulative store of past 
as well as currently acting experience a 
source of afferent stimuli—afferent not to 
the higher centers, but to the reticular ac- 
tivating system in the service of eventual 


arousal (13). This provides a means (and 
the only means) whereby the human organ. 
ism can participate in a process that ha: 
come about by forces beyond its contro: 


and foreign to the ego: the involuntary al-. 


terations in the depth of sleep, and the as. 
sociated variations in the level of cortica. 
activation. In sleep, concomitant with the 
alteration in afferent inflow, the content 0: 
consciousness becomes experiential*® in na-— 
ture, concrete in form, and meaningful in 
terms of the vigilance needs of the individ-_ 
ual. The person is unable to relate a stim- 
ulus, or the absence of an accustomed 
stimulus, to the appropriate environmental! 
setting./ Past. memories are brought to bear 
in the situation, not haphazardly, but so 
organized as to relate to the currently dis-* 
turbing stimulus, whether physical or psy-- 
chologic. } The resulting presentations have 
a potentiating or arousal effect upon the 
brain, alerting the individual in proportion 
to the strength of the stimulus and, in this 
sense, preparing him for the next higher 
order of consciousness, namely, waking 
consciousness (regardless of whether it 
occurs). It is in this light that the dream 
may be considered to be adaptive, func- 
tioning to regulate, within limits, the un- 
stable equilibrium that exists during the 
transitional periods of consciousness. The 
effect is generally toward arousal, but, 
when arousal fails to materialize, the dream 
then reflects the return. to sleep. ‘ 
The concept of the sleep state as a release 


phenomenon is open to question. In sleep” — 


there is simply an alteration in the mecha- 


nism and the goal of the thought. processes. _ 


Neither of these two differences, however, 


changes the basic social character of . 
*The terms experiential and referential are 


used in the sense described by Weinstein ef al. 
(16), based on Sapir’s classification of symbols: 
“Referential symbols include such forms of lan- 
guage as letters, numbers, and signals that are 
universally agreed upon as conveying certain 


specified information. Condensation symbols or — 


experiential symbols are those which express a 


particular relationship of the person to the object 
or event. | 
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| henighti- By this I mean that thought, 
whether it be verbal, logical and_refer- 
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- cntially cued, or sensationally illogical and 


_ coperientially based, still serves a social 
-tunction and remains in its essence an ac- 


; ‘tive process of comprehension, leading to 
refinements in behavior and ultimately to 


 iaastery of the environment. Admittedly 


" this is so in waking thought. It is also true 
_of thought occurring during altered states 


of consciousness, although this may. be 


more difficult to perceive. The main différ- 
ence ligs in the fact that, in the first in- 
_ stance, thought is directed toward external 
_ behavioral change, whereas in the second it 
may be considered to be directed toward 
inner change in the form of potentiating 
- cortical processes in the service of vigilaince. 
- Waking thought is oriented to the changing 
_ pattern of current responses; dream thought 
_ cuts through the longitudinal history of the 
individual and, like a magnet, clusters about 
itself relevant historical data from different 


epochs in the life of the individual (12). In 


_ this manner, the full implications of a cur- 
rently disturbing stimulus are both | ex- 
plored -and stated in concrete terms. De- 
_ pending upon the nature of the stimulus, the 


intactness of the psychologic defenses, and 
the need for sleep, full arousal may or may 


not result. The dream is a reflection of pre- 
cisely the same struggle that characterizes 
waking consciousness—a struggle between 
_ the effects of a complicated and often un- 
predictable world, and the feeble efforts to 
bring order out of chaos by the symbolic 
_ interpretation. and comprehension of) the 
- nature of the external world and t 


_ vidual’s relatedness to it. The essentia dif- 


- ference is simply that, in the one case, the 


individual is developing his comprehension 


- of current stimuli; in the second, he is strug- 


E gling to arrive at that level of consciousness 
_. where this becomes possible. Neither wish 


fulfillment nor disguise is an important 


A 


element i in either circumstance. 


Thus considered, dreaming becomes a 
form of orienting activity and not a dis- 
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guising mechanism. It is the conscious ori- 
entation to the passively experienced move- 


ment into or out of the transitional states 


occurring during the course of sleep. It is 
an accurate reflection of the existing stimuli, 


including the psychologic, impinging upen — 


the organism at the time—accurate not in 
the sense of logical, syntactic or reproduc- 
tive felicity, but in the sense of assessing 


the strength of that stimulus at a given level 


in the sleep cycle. The dream, concerned 
as it is with the possible need for arousal as 
well as the need for continued sleep, may be 
said to subserve a function concerned with 
vigilance, rather than one concerned with 
the guardianship of sleep. 


ALTERED STATES OF CONSCIOUSNESS | 
_AND VIGILANCE 


From a neurophysiologic point of view, 
sleep has been regarded as analogous to a 
state of relative de-afferentation (9). Hal- 
lucinatory and dreamlike effects have been 
noted in many other situations where there 
is interference with the effective reception 
and integration of sensory stimuli. Such 


interferences may operate peripherally—as 
in visual hallucinations associated with 
bilateral cataracts (3)—-anywhere along the | 


pathways transmitting afferent impulses 
(phantom limb), or at the cortical end- 
stations analyzing and integrating incom- 
ing sense data, as in the case of brain dam- 


age. These impulses are generally thought of 


in physical terms. The concept may also 
apply to stimuli ordinarily regarded as es- 


sentially psychologic in nature, such as 
thought processes. One such clear applica- 


tion at the psychologic level is illustrated 
by the schizoid maneuver defined by Silver- 
berg (11) as “the attempt to deal with real- 
ity in terms of. distorting or falsifying its 
perception or its meaning, so that a murder- 
ous enemy becomes a friendly dinner- 
companion, his gleaming sword a spoon or 
a silver bowl or the waters of a fountain.” 
Other, more limited applications might in- 


clude sensory disturbances brought about 
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by post-hypnotie suggestion, or occurring 
as a conversion symptom in hysteria. | 

In each instance referred to above the in- 
dividual is simply forced to use different. 
aspects of his experience; expressed in a dif- 
ferent mode and toward different goals. 
He is not aware, or not ¢learly aware, of 


all—or of a certain segment—of experience. 


The true explanation either is not avail- 
able or is overshadowed by the felt reac- 
tions, and a confabulated explanation pres- 
ents itself, arising out of experiential 
sources and directed toward the mainte- 


nance of a unified feeling of self. The altera- 


tions in the form and content of conscious- 


ness that characterize dreaming may be. 


taken as the prototype for the disturbances 
in consciousness which follow in the wake 
of the varied conditions referred to above. 
The work on denial of illness in patients 
with organic brain disease brings into focus 
some interesting adaptive capacities of the 
human organism (15). Brain-damaged pa- 
tients present, in varying measure, disturb- 
ance in their capaci 
accurately to their ifiness, as well as to as- 
pects of their reality situation. What 
emerges in the form of partial or marked 


objective disorientation is the paradoxic 


resultant of the individual's effort to main- 
tain an orientation in the face of his dis- 


ability. This may become manifest in a 


variety of ways, but all form part of an ex- 
periential pattern of thought, rather than 
a referential one. It might be described as 


a situation in which the individual con- | 


fronts himself, as well as others, with an 
autistically created environmental response © 
at precisely those points where effective 
sensory. integration and appropriate motor 
pitalised following an embolus to her right 


middls cerebral hemisphere, was seen one 


week after admission, at which time she 


had a residual left hemiparesis. In addition © 


to orient themselves 
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tithe anctor she had 


sensory syndrome and left hemanopsia. The 


electroencephalogram was reported as show - 


ing diffuse abnormality. When asked whei> 
she was, the patient confabulated, namin» 
another hospital and saying that the hos- 
pital was located around the corner froia 
where she lived. When asked what was 


wrong, she denied that she was ill. Pressed 


further, she stated that her doctor had told 
her to come in for.an operation on her 
heart. (She had rheumatic heart disease. 
An operation had~been advised several 

months earlier but had been refused.) 
Asked if she could move her left arm, she _ 
said she could. When asked to do so, she 
raised her right arm. When the examiner 
pointed out that her left arm did not move, 


she said it was not her arm but her hus-— 


band’s, and that he liked to caress her. At 
this point she raised her left arm by means 


of her right hand and began stroking her . 


breast. When she was reminded. that her 


_ husband was dead, she said that he liked 


to’ come back and caress her because he 
liked her so much. - 
By the following day the chetarl had 


changed somewhat: the same type of dis- | 


oryentation was present, but the ,#tient now 


admitted that the left arm was hers, refer- 


ring to it in the third person and saying, 
that it wouldn’t listen to her, She insisted 
that her dead husband was lying in the next. 


elaborated in a different way. Her dead 
husband was no: longer i in the scene, but the 
nurses were doing things with the other pa- 
tients. Some of the.patients were really men. 


The nurses would put screens around the. 


beds. slip their hands under the sheets, and 


play with the men for hours on-end. The 
patient: reacted with fear, and called the 


ward a “jungle,” because it frightened her 
just.as if it were inhabited by wild animals. 
To recapitulate some of the denial mecha- 


. nisms shown by this patient: 
-1) Confabulation. She fabricated date 


Several days later. the sexual theme was’ 


& 


= 
| t 
‘ 
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a ‘bout the hospital and the circumstances of 
admission. 

_ 2) Spatial disorientation. At different 
‘times she spoke of her home as being around 
_ the corner, upstairs, and so on. | 
_ 3) Temporal disorientation. The passage 
_of time was confused at two points—in re- 
']Stion tovher dead husband, and i in relation 
10 theoperation. 


4) Explicit verbal denial. The occurrence 


aftermath of ‘stroke were denied 
in toto. 

Hemispatial inatiention: The 
_ persistently looked away from the — 
side. 


What can be learned from this apeyinnes 


of events—so similar to ordinary dream 
: sequences, but occurring in the waking 
‘state—that may shed further light on 
dream mechanisms? The events occurring 
in the wake of the stroke might be recon- 
_ structed as: A sudden deflection of the, af- 
_ ferent inflow is followed by the fragmented 
_ integration of stimuli from the environment, 
the greatest defect centering about the 
recognition, meaning and impact of the 
- illness itself. The ‘patient states: “The arm 
isn’t mine; it bélongs to my dead husband.” 
How is this symbolism arrived at? By 
; virtue of both sensory and motor loss, the 
arm is experienced as unconnected with 
the self, external to the self, and incapable 
_ of movement. In short, it is experienced as 
dead. Yet it can be held and manipulated 
_-with the right hand, and the range of motion 
results in sensually tinged contact with the 
_ breasts. Death reduces a human being to 
_ the status of being a dead object. The dead 
_ husband is then equated with the dead arm, 
_ linked by the element of sensual contact as 
_ well as by the feeling of apartness from her 
- own body. When she touches herself with 
_ the paralyzed arm it feels the same as when 
- her husband touched her. Both are dead— 
_ both are equal to each: other. The tables are 
~ turned on fate and a catastrophe becomes a 


The rest of the picture then falls 


into line. ‘The confabulation, denial. ill- 
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ness, the spatial and temporal disorientation 7 


follow logically once the arm-husband sub- 
stitution is made. As the patient is forced 
to surrender this fantasy by the recovery 
process itself, the husband fades from the 
scene but the sexual fantasy is maintained 


vicariously. An experiential core has filled 


the gap in much the same way as in the 
dream. This combination of events—the 


' sudden loss on the one hand, and the ex- 


periential replacement on the other—then 
acts as-a deterrent to the reception and in- 
tegration of environmental influences that 
might alter or change the experiential ad- 


aptation that has occurred. 


~ In this. patient, wish fulfillment is not the 
key to the initial clinical productions. What 
she says is not based on the wish that her 
dead husband were there caressing her. This 
bit of confabulation arises out of her own 
past experience of lying in close physical 
proximity to a bodily appendage not an 
organic part of her own body (her bus- 


_ band’s arm). The experience of the stroke is 


interpreted at a concrete sensational level. 


What appears subsequently as the con- 


tinued denial of illness is the result in part 


of the relative impotence of reality factors : 
to alter the felt explanation experienced by 


the patient, and in part of an active wish to 
maintain the status quo. To say: that the 
arm belongs to her dead husband and that 


the arm is paralyzed is to offer two explana- 


tions for the same event. The incorrect—but 
experientially correct—interpretation domi- 
nates the scene. As the patient gets better, 


the other comes to the fore. The factor of 
-wish fulfillment and the capacity for self- 


deception are more often features of clear 


waking consciousness than of altered states ~— 


of consciousness. | 

The brain-damaged person is in a less 
tenable position than the dreamer, or the 
healthy person in the waking state. He must 
rely on transparent subterfuges. But these 
subterfuges exist’ for the very good reason 
that he has been the object of a catastrophic 
experience and has had to account for the 
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- experience in terms of his.own personal | 


past, without any reference to the real fac- 
tors at work. Further, he has had to defend 
the fruits of his labors (2e., the confabu- 
lated explanation) against an incredulous 
social environment. The dreamer’s task is 
easier. He does not have to prove that his 


dream is real. He experiences it in its to- 


tality as real. And when awake, he is 3s the 
first, to recognize it as a dream. ee 
In the dream there usually is no given 


concordant external event about which to 
structure the symbolism. ‘The elements in 


the dream generally arise from endogenous 
sources in connection with affective traces 


derived from recent experience. A distant 


rumble not attended to during the day is set 
in motion; it develops in 4 setting where it 
is not perceived clearly or appreciated in 
a fully conscious manner. Then comes sleep, 
and a state of relative de-afferentation. 
What are activated during periods of 
arousal are félt reactions connected with 
aspects of past and. current experience, 
never adequately conceptualized, but al- 
ways relating to perceptual experience of 


importance to the individual. In the nognal : 


course of events in the waking state, the 


proper relations between internality and 
externality would be arrived at in the proc-. 


ess of transforming sensory experiences into 
conceptual. constructs. In states of altered 


consciousness, however, this does not occur, 
as the entire experience is re-experienced 
without the guiding influence of ‘an afferent. 
stream originating in the external world. 


The fragmentary percept. is developed but 
remains at a perceptual level and, as such, 


is experienced in its externality. The various. 
elements are endowed with spatial attri- 
butes, as in the case of any other sense data. 


In both situations, the executive function of 


the brain is lacking or impaired. What ap-, 


pears in its place is the creation of vicarious 
internal afferents. At a physiologic level 
these afferents exert a potentiating influence 
on the cortical processes taking place. At a 


subjective level they represent the effort to — 


make an unknown and, in some instance , 
_unknowable occurrence more familiar an a 
“known. In the absence of the appropriat: 4 
explanation, a mythical or confabulated ex- 
planation evolves providing an egosyntoni: 
account of events that cannot be accuratel:; 
conceptualized. The elements entering into 9 
the confabulated explanation may be un- 1 
related in spatial and temporal terms, but 


all are connected in their relevance to the i 
-eurrent problem. The reactions at both 
levels represent the’ effort to become 
ented to a drastically altered internal 
vironment. i 

In both the brain-damaged patient and a 
the dream, the alterations in the reception | é 
and integration of afferent impulses set the a 
stage. The vigilance needs provide the moti-— q 
vation and direction for what ensues. The 2 


fragments of life experience related to the 
current problem proyide the costume, the 
scenery, and the actors themselves. A play 
is produced that either is successful and gets 
an ovation loud enough to bring down the > 


« house (awakening, in the case of the dream, 


or loss of the delusional responses, in the 

brain-damaged), or is unsuccessful, the au- 
dience. remaining quiescent ~(continued | 
sleep, in the one case, or continued clouding 

of consciousness, in the other). 
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_AKINETIC MUTISM: REVIEW OF THE LITERATURE 


AXEL KLEE, MD?" 


This paper proposes to 1) review the 
literature on what Cairns et al. (8) called 
“akinetic or trance-like mutism,” with the 
object of demonstrating how varied this re- 
markable condition can be, both in its clin- 
ical features and in the associated symp- 
toms and signs; 2) discuss the nomenclature 
most appropriate to the condition, the pos- 
sible site of the lesions producing it, and the 
- ways in which it is produced by them; and 
- 8) report a previously unpublished case of 
akinetic mutism following an infection of 
the central nervous system. = 


REVIEW 


CLINICAL PICTURE | 

In 1941 Cairns et al. (8) gave the follow- 
ing description of a patient with an epider- 
moid cyst of the third ventricle: 

“The patient sleeps more than normally, 
but he is easily roused. In the fully devel- 
oped state he makes no sound and lies inert,. 
except that his eyes regard the observer 
steadily, or follow the movement of objects, 
and they may be diverted by sound. Despite 
his steady gaze, which seems to give promise 
of speech, the patient is quite mute, or he 
answers only in whispered monosyllables. 
Oft-repeated commands may be carried out 
in a feeble, slow, and incomplete manner, 
but usually there are no movements of a 
voluntary character: no restless movements, 
struggling, or evidence of negativism. Emo- 

*Department of Neurology, University of 
Copenhagen, Denmark. The author expresses his 
thanks to Dr. Sven Brandt, Director, Cerebral 
Palsy Clinic, Orthopaedic Hospital, Copenhagen, 
for contributing to this paper by offering the case 
history and by giving his comments on the manu- 
script; to Professor C. J. Munch-Petersen, De- 
partment of Neurology, University of Arhus, and 
Dr. Sven Brandt, for permission to publish the 
case history; and to Dr. Jill Gordon, for assistance 
in the preparation of the manuscript. 


tional movement also is in 2, 


A painful stimulus produces reflex witli- 


drawal ofjthe limb, and, if the stimulatica — 
is sustained, slow, feeble voluntary movc- 


ment of the limbs may occur in an attempt 
to remove the source of stimulation, but 
usually without tears, noise, or other mani- 
festations of pain or displeasure. The pa- 
tient swallows readily, but has to be fed. 
Food seen may be reeognized as such, but 
there is evidently little appreciation of its 
taste and other characteristics: objects nor- 
mally chewed or sucked may be swallowed 
whole. There is total incontinence of urine 
and faeces. 

“Fluctuations may occur in the intensity 
of this state. In its incomplete manifesta- 
tions the patient may respond at times, 


- though slowly and imperfectly, by speech 


and voluntary movement. Voluntary move- 
ment may be accompanied by a coarse 


tremor of the limbs. Incontinence persists, 


and there is little or no trace of spontaneous 


activity or speech. The onset of the condi- 


tion is gradual. In certain circumstances 
there may be slow spontaneous recovery; 
but if the state is caused by pressure of a 
tumour it may be followed by coma. The 
condition is sometimes, though not always, 
associated with decorticate rigidi 


The patient was a 14-year-old girl whose 


illness had lasted for eight years. It included 
attacks of headache localized to the region 


over the left eye, accompanied by pares-. 
thesia over the right side of the face, with 
disturbance of vision and vomiting, lasting - 


for days at a time. The patient was under- 


developed, and there were hydrocephalus 
and optic atrophy. Associated with her 


akinetic periods were signs of involvement 


of the pyramidal tracts, tonic fits, extensor . 
‘Tigidity, and a sluggish menace reflex. 
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aspirated three times; following 
of these operations her speoch and move- 
nD mts returned nearly to normal in the 
« urse of hours or days. There was am- 


-nsia for the most akinetic periods. 


~ In 1952 Cairns (7) reported that this was 
th e only case of akinetic mutism he had 
geen in 18 patients with epidermoid cysts 

o: the third ventricle. He had, however, ob- 
; rved less pronounced cases of akinetic 
quutism associated with tumors of the pineal 
body and thalamus, after ventriculography 
and operation on cases of severe obstructive 


hydrocephalus, as in stricture of the aque- 


duct of Sylvius, and in hemorrhage into the 
dorsomedial thalamic nuclei. A state re- 
sembling catatonic stupor was observed 
after traumatic hemorrhage. He had also 


seen mutism without akinesis in lesions of 


third ventricle. 


- Reports of similar disturbances of speech 
movement have appeared both 
and after those quoted above. | 


‘TUMORS IN RELATION TO THE THIRD VENTRICLE 
In 1936 Grotjahn (15) reported seven 
‘patients with tumors in the region of the 
third ventricle in whom, after ventriculog- 


raphy and, in most cases, subsequent ven- 
tricular puncture, the following — 


“was seen: 


“The patients lie motionless, tedinicetd and 


atonic in bed. They never make any spon- 
taneous movement and their usual attitude, 
which they do not alter of their own accord, 
resembles a person who lies on his back and 
_rests or sleeps with open eyes. In most cases, 


- and always at the commencement of the 


te, 


_akinesia, there is considerable hypotonia of 
_ all extremities. The patients make no volun- 
tary movements, and even such automatic 
movements as blinking of the eyes are slow 


and rare, anid osoasionally seem quite ab- 


“The view reflexes were present, but the 


_ menace reflex was absent. One of the pa- 


tients, episodes of otherwise’ com- 


plete akinesis, had short periods in which he 
suddenly made complex spontaneous move- 
ments, picked his nose or waved flies from 
his face. Another suddenly began to sing 
nursery rhymes, in a monotonous voice but 
with correct melody. A third answered (with 


a single word) a telephone which was _ 


brought to his ear. 
_ The patients remained in the akinetic and 
mute state for periods ranging from weeks 


to months, then gradually began to follow 


movements in their vicinity with their eyes 
but without interest. They required feeding, 
although they were able to hold a glass or 
slice of bread. They swallowed food placed 
in their mouths. — 

Consciousness was clear, and there were 
no disturbances of orientation, memory, or 
powers of observation. It was always pos- 
sible to make contact with the patients, al- 
though this required much patience. They 
were able to answer questions adequately, 
but in monosyllables and apparently with 
difficulty. 

The patients slept day and night, but 
could easily be wakened. They were in- 
continent during periods of severe akinesis, 


but gradually returned to their former hab- — : 
its as it wore off. None was cataleptic | 
‘catatonic. | 


Of the patients’ experience during the 
period of most extensive inhibition, Grot- 


' jahn writes that, despite the fact that their — 
ordinary understanding was good, they — 


seemed not quite clear about their condition. 
When asked about it later, they said they 
had felt no discomfort; the few answers to 


direct questioning during the period of pro- — 
nounced inhibition served.to strengthen this | 


cp Only one patient was euphoric. 
* In his descriptions, Grotjahn has empha- | 


sine those periods during which the seven. 


patients showed greatest disturbance of | 


speech and movement. However, it is pos- . 
sible to see from his case histories that, sev- - 
eral of his patients did not regain com- 
pletely normal speech and movement during — 
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the observation pero, remaining slow and 
taciturn. é 

The seven were seven 
and 26 years of age, and their histories were 
of from one to several years’ duration. Six 


had associated nypophyseal growth disturb- — 


ances. Involvement of the ocular movements 
was seen in all but one, and all had signs of 
involvement of one or more of the other cra- 
nial nerves. Six were ataxic, and four ‘had 
generalized hypotonia. All had pronounced 
internal hydrocephalus, and six had either 
papillédema or secondary optic atrophy. 
Autopsy carried out on one patient who died 
of respiratory paralysis revealed a glioma 
in the region of the corpora quadrigemina, 
with closure of the aqueduct and internal 
hydrocephalus. | 

In 1956 Mason-Browne (22). described a 
case of epidermoid cyst in a 41-year-old 
woman who had been ill for 18 months. 
After partial removal of the cyst she de- 
veloped a condition which “bore a striking 
resemblance to the syndrome anieiien aki- 
netic mutism by Cairns et al.”’ | 

The. clinical picture was distemmnined. by 
epileptic seizures, personality changes, 
memory disturbances, incontinence, right- 
sided hemianopsia and right-sided hemi- 
plegia. A grasp reflex and catatonia were 
present. Of particular interest is the fact 
that, as the first symptom of her illness, she 
showed “trance-like states . .. episodes. dur- 
ing which the patient would, in the midst of 
household activities, suddenly become inert 
and unresponsive and as suddenly, about 
‘ten minutes later, would resume where she 
had left off.” 

The patient died of | pneumonia six months 
after operation. Autopsy revealed an epi- 
dermoid tumor at the base of the brain and 
* extending up into the third ventricle and 
* hypothalamus. The greater part of the third 
ventricle was obliterated by the tumor, 
which posteriorly was in relation to the mes- 
sencephalon and pons. The optic tracts were 
involved behind the chiasma, where the tu- 
mor also affected the left-internal capsule. 
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The cortex and the rest of the brain wire 
normal. There was no distention of the lite 


eral ventricular system. 


In 1958 Daly and Love (10) Shitited § a 


14-year-old boy who, at operation, was 


found to have an astrocytoma which filled 
the upper part of the fourth ventricle and 
extended around the lower end of the aque- 
duct. This upper part of the tumor could 
not be removed. The ventricular system 
cephalic to the tumor was greatly dilated. 
After operation the patient developed a 
condition in which his speech and move- 
ments were inhibited, although he could 
understand what happened around him and 


what was said to him. He began to speak 4 


34 days after operation, at first using only 


monosyllabic words or short sentences. His — 


movements became gradually less inhibited 
during the latter part of the two-month ob- 
servation period. 

In the postoperative period he aeilaned 
ocular muscle palsies and cerebellar signs, 


which improved gradually. He had amnesia 
for the entire period (37 days) from the day _ 


after his operation until the third ~ after 
he began to speak. 


1959 Lavy (19) described a‘ case of, 


craniopharyngioma in a 33-year-old man. 
The disturbances included disorientation, 
increased sleepiness, and excessive eating 
and drinking. The only abnormal physical 


signs were absence of abdominal and cre- 


masteric reflexes. A few weeks after admis- 
sion the patient became incontinent, ap- 
peared to lose interest in his surroundings, 


and showed only a very slow and feeble 
(but adequate) response to painful stimuli, 


without change of attitude or expression. 


Air encephalography and the subsequent. 
operation revealed that the tumor lay in 


relation to the third ventricle. The lateral 


ventricles were dilated. After operation 


(during which the tumor was partially ex- 
cised), the inhibition of movement and 


speech became gradually more pronounced, — 


but over the course of six months his con- 


dition slowly improved, only to deteriorate 


3 
3 4 


a 


gain to such an extent that he was almost 


+: OLITARY METASTASIS IN THE MIDLINE OF THE 
MIDBRAIN 


i: 1954 Williams (36) described a patient 


- who showed confusion, and eye signs: sug- 


4 sestive of a small lesion in the midbrain. 
: The patient was admitted in “a state of 
_ stupor,” an expression the author uses as a 


synonym for akinetic mutism. (See discus- 
sion on nomenclature.) The patient was 
_ completely immobile and did not respond 
_to painful stimuli, but was able to answer 
_ questions relevantly. There were no demon- 


_strable sensory changes, and voluntary 
movements were normal. After several 
‘weeks during which the condition remained . 


unchanged the patient died. Autopsy re- 


. vealed a metastasis in the midline of the 


_ midbrain from a primary. earcinoma of the 
lung. There were no other deposits in the 
_ brain, nor was there hydrocephalus. . 


_ ANGIOMA IN THE MIDBRAIN AND REGION f THE 


THIRD VENTRICLE 
In 1932 Hechst (16) secstaa a case of 


- cavernous hemangioma localized to the up- 
_ per part of the brain stem in a 44-year-old 
_ actor. For approximately one month pre- 
- ceding his first admission he had com- 
_ plained of headache, sleepiness and diplo- 
- pia. On admission there was paralysis of 
_ vertical movement of the eyes, the pupils 
_ did not react to light, and seroreactions were 
_ positive for syphilis in both blood and cere- 
_ brospinal fluid. (There was a history of a 


: luetic infection 19 years earlier.) The pa- 
_ tient had a strong tendency to fall asleep, 


but was easily wakened. After salvarsan 


- treatment the sleepiness disappeared. 


On the patient’s second admission, three 


_ months later, examination revealed that he 
_ also had short periods of immobility. There 
_ were gradually increasing somnolence and 
- akinesis, with incontinence and loss of in- 
terest. Speech consisted of monosyllabic re- 


_ plies. to questions, the replies coming more 
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and more slowly as dumhionine continued. 


_ The patient was coherent and, to some ex- 


tent, aware of his disability. He later ex- 


plained that he knew the answers to the | 


questions but could not say them aloud. 


There was one short episode of a of 


one arm. 


The patient became uradusily | more aki- 


netic and, for the last three months of his 
life, lay almost without moving, although | 
he would look at the doctor. He died of © 


bronchopneumonia one year after the 


ginning of his illness. 
Autopsy revealed a cavernous heman- 


gioma involving the posterior medial: por- | 
tions of both thalami. Posteriorly it in- 


volved the anterior part of the superior — 


corpora quadrigemina, and appeared to. 


press on the oculomotor nuclei. In both | 
places there were signs of small hemor- — 
rhages. The central grey matter around the | 
aqueduct was also affected. The third and © 
lateral ventricles were greatly dilated, but | 


the rest of the brain, including the cerebral © 
hemispheres, was normal. There was no evi- © 


dence of syphilitic infection. — 


In 1933 Linde (21) described a cavernous | 
~hemangioma in a 27-year-old woman who 
for two or three years had had increasing — 
difficulty in working, memory disturbance, | 
depression and sleepiness. There were also — 
headache, vertigo, diplopia, and paresthesia — 
involving the entire body. In addition, the 
patient was irritable and in low spirits, and © 
. at first she was thought to be suffering from — 


a hebephrenic psychosis. In the year pre- 
ceding her admission to hospital she had — 


had difficulty in speaking, incontinence, — 


polydipsia and somnolence. 


The patient’s voice was monotonous and 


her face expressionless. She answered ques- 


tions reasonably accurately but only after 
a long latent period. She was slightly con- 
fused and disoriented, and her movements 


were few and slow. Further examination 


revealed protrusion of the eyes, reduction — 


of the visual fields, left-sided facial paral- 


ysis, reduced mobility of the tongue, dys- 
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arthria, increase of the deep reflexes, left- 
sided extensor plantar response, tremor, 


uncertain gait, and — hyperesthe- 
sia. | 
There was a gradual increase in the brain 


stem symptoms, and the patient died five 


months after admission. 

Autopsy revealed a cavernous heman- 
gioma, about the size of a walnut, extending 
from the base of the pituitary stalk upward 
in the midline of the roof of the right lateral 


ventricle. The third ventricle was filled with . 


and infiltrated by angiomatous tissue. The 
basal ganglia, thalamic regions and both 
internal capsules were compressed, and pos- 


teriorly the tumor reached the substantia* 


nigra. The cerebral peduncles were invaded 
to a slight extent by two predominantly 
hemorrhagic-cystic projections from the 
angioma. The lateral ventricles were con- 
sidered to be only slightly dilated. | 

In 1957 Riser and his colleagues (28) re- 
ported angioma of the midbrain in a 58- 
year-old woman with a six-month history 
of severe headache, depression, sleepless- 
ness, and a weight loss of 10 Kg. On admis- 
sion she showed no spontaneous movement 
or facial expression, and after repeated re- 
quests would say only a few words. She was 
slightly confused and disoriented. Painful 
stimuli produced a weak protective reaction 
but no change in expression. There were 
nystagmus and reduction of the tendon re- 
flexes. 

The patient became increasingly coma- 
tose, and died in hyperthermia one week 
after admission. Autopsy revealed a recent 
hemorrhage in the region of the cerebral 
aqueduct. The same area contained enlarged 
capillaries; considered to be of angiomatous 
origin. The remainder of the brain and ven- 
tricular system was normal. 

In 1961 Steriade et al. (33) deseribed 
akinetic mutism in a 13-year-old boy 
thought to have a vascular malformation in 
the brain stem, with hemorrhage. After the 
acute episode the patient lay immobile for 
several months, making complex movements 


only subjected to severe pain. After 
a latent period of many seconds he w:s 
able to lift one, two or three fingers of hs 
right hand in response to questions. In thi; 
way it was possible to ascertain that he was 
fully oriented as to time and space and able 
to do arithmetic. He could understand that 
he was ill, but apparently had no idea of the 
severity of his condition. 
Early in the course of the the 
patient could chew and swallow food place 
in his mouth. Sleep was normal. There were — 
sphincter disturbances, and both menace an: 


acousticopalpebral reflexes were absent. 


The patient began to speak after seven 
months, at first using only monosyllabic. 
words. Five months after the beginning of 
his illness he developed symptoms of a psy-— 
chosis, including catatonia. (The authors 


considered this to be schizophrenia.) His 
face remained expressionless throughout his 
illness until suddenly, after he had been ill 
for ten months, his expression and the rest 
of his behavior became normal in the course 
of a few days. He had amnesia for the first 
part of his stay in hospital (a period of 11 


months), but could remember some events 
from the latter part, especially the last few 


months. 


In addition to the evidence of subarach- 
noid bleeding and raised intracranial pres- 
sure early in the illness, there were also | 
nerve palsies, left-sided hemi- 
paresis, cerebellar ataxia, hypotonia of the 


legs, spasticity of the left arm, extensor 
plantar responses, grasp reflex and organic 
tremor. Fifteen months after the beginning 
of his illness the patient was still ataxic but 


could walk. He had diplopia due to right | 
abducens paresis, and dysarthria, but his - 


expression was and 


ISCHEMIA.IN THE AREA OF SUPPLY oF THE 


BASILAR ARTERY | 


In 1958 Fog (12) described a shania : 
man with a three-year history of transient — 
brain stem attacks. One had been ‘followed — 
by unconsciousness; two days later the pa- — 
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i ent was siiniiel to be akinetic and mute, 
a ut apparently conscious and able to follow 


‘ vents with his eyes. There were generalized 
“! ypotonia and extensor plantar responses, 
end the patient turned his head to the right 


4 10st of the time. Death occurred a fortnight 

tfter his “stroke. ” Autopsy revealed a re- 

_ ant partial thrombosis of the basilar artery, 

a 2 ‘hich was atherosclerotic, and softening: of 
2 ‘the dorsal half of the pons. 


In 1958 Williams (37) described an eld- 


man with basilar artery occlusion who 
presented with complete akinesis and 
-inutism but. was later able to recall events 
which -had occurred while he was in that 
_ state, and also his own inability to move or 
speak. The author commented that, in his 
"experience, such recollection was uncom- 


13 : 


eight patients, ranging in age from 54 to 70 
_ years, seven with thromboses in the basilar 
artery or its branches, the eighth suffering 
from carbon: monoxide poisoning. All were 
mute and immobile except for movements 
of the eyes (which would “follow the ob- 
server), blinking, and occasional movements 
- of the limbs in response to painful stimuli. . 
_- All-of the seven patients with basilar 
_ artery thrombosis were extremely ill, all had 
symptoms and signs of involvement of 
- several cranial nerves, together with paresis 
_ of the limbs, and all died. Autopsy revealed 
- lesions of the brain stem in all, and in some 
_ there were also lesions in various parts of 
_ the cerebrum. In the eighth case, lesions 
_ were found bilaterally in the globus —— 
and in the left: frontal 


WERNICKE’S ENCEPHALOPATHY 


_ Wernicke’s encephalopathy in a 70-year-old 
man. The patient had eye muscle paresis, 
diminished to-absent. tendon ‘reflexes, and 
bilateral flexor plantar responses. He was 
- conscious but did not respond to stimuli. 
_ He would eat food placed in his mouth but 
would not feed himself. Laboratory investi-— 


gation revealed evidence of salou and 
renal failure. 
After three days of intensive treatment 
the patient was able to answer questions 
with relevant monosyllables, although he 
continued to stare straight ahead. He died 
on the fourth day after admission. Autopsy 
revealed a posterior cardiac infarct and 
pneumonia. There were hemorrhages in both — 


thalami and in the columns of the fornices. . 


The left cerebral peduncle, including the red_. 
nucleus, was hemorrhagic, as were the teg-— 
mentum of the mesencephalon at the level 
of the inferior colliculi, the left inferior col- | 
liculus, and the mammillary bodies. Small — 
hemorrhages were seen in the 
ENCEPHALITIS 


In 1936 Stern wrote (34) 
of epidemic encephalitis (Economo’s  dis- 
ease) showed a state of immobility; with | 
open eyes and retention of consciousness. — 
These periods may follow hyperkinetic epi- 
sodes, but may also occur alone. There may — 
be little insight in these conditions. | 
In 1953 Foley and Williams (13) de- | 
seribed inhibition of speech and movement — 
associated with inclusion body encephalitis. 
The inhibition occurred in the middle stage 
of the disease and was associated with ex- — 
trapyramidal features and complex invol- 
untary movements which ae ie a striking 


periodicity. 


TRAUMATIC LESIONS | 


In 1948 Goldstein (14) eativibed: two 
symptom complexes arene after bullet 
wounds of the frontal lobes. : 

In one the patients lay motionless and 
without speaking. They were doubly incon- 
tinent.. They reacted to demands and an- 
swered questions in such manner that the 
author felt that memory and mental func- 
tions were not greatly disturbed. This con- 
dition usually lasted for several weeks. Be 

In the other, periods of immobility alter-— 
nated with periods of restlessness and com- © 
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_ pulsive movements, and some patients also tg the other sinike be extremely rapid. The: ° 


_ showed slowness of reaction, catalepsy and 
mutism. Those who remitted met .@ perma- 
nent mental defect. 

As was mentioned earlier, Cuban (7) re- 


ported having observed akinetic mutism fol- 


lowing traumatic hemorrhage in the — 
brain stem and diencephalon. eas 


- CASES WITHOUT CONFIRMED ETIOLOGY 


In 1951 Williams and Parsons-Smith (38) 
described two patients with disturbances of 
speech and movement similar to — de- 
scribed here. 
The first was a 39-year-old man with a 

six-month history of lack of energy and a 
one-week history of severe recurrent right- 
sided headache. The day before admission 
he had had four generalized convulsions. . 
His condition on admission was described 
as follows: ‘When first seen he was lying 
motionless and immaculate as he had been 
arranged by the nurse. The bedclothes were 
being disturbed by quiet breathing, and his 
expressionless face by an occasional blink.” 

He was completely immobile, and unre- 
sponsive to speech, noise and slight pin- 


prick; to more painful stimulation, he re-— 


sponded by attempting to remove the source 
of the irritation: Examination revealed un- 
reactive pupils, generalized hypotonia, with 
equal and sluggish reflexes, hypertension, 
pleocytosis and leukocytosis. 


There were further convulsions and in-— 


continence, but then the patient improved 
and, after five mopeds, was able to return to 
work. 

Six months later: the patient had three 
generalized convulsions and was re-ad- 
mitted. For the next four weeks his condition 
varied from states of complete mutism and 
akinesis except for eye movements, to more 
normal states, in which he could move spon- 
taneously and in response to command, and 
could answer questions. He seemed to be 
disoriented as to time and space, and to 
have amuesia for recent events, dysphasia 
and dyspraxia. The change from one state 


was no evidence of catatonia. 


Abnormal physical signs weit limited to 


residual hemianopsia, defect of upwar | 


deviation of the eyes, and sluggish tendo. 


reflexes. There was laboratory evidence cf 
diabetes. Ventriculography revealed sligh.:, 


symmetric dilatation of the lateral ventri- 


cles. 

In the course ee about two aii the 
- patient’s condition improved, and on dis- 
charge his spontaneous activity and speech 
were considered to be normal. . 


“The cerebrospinal fluid and -| 


cephalographie findings seemed to indicate 


that the case was one of virus encephalitis | 


affecting the brain stem. 


The condition of the shies patient, a | 
" five-year-old girl, closely resembled that of 
the first except that there were more abnor- 


mal neurologic signs and symptoms, and 
there was also evidence of upper on 
tract infection. 

Hermann, Klee and Tottey (17) in a fu- 
ture article will. describe a 23-year-old 
woman with two-year history of increasing 
difficulty in managing her work as a child 
nurse. Attacks of migrainoid headache oc- 


curred weekly to monthly. She became in- 


creasingly sleepy and tired, had difficulty 


_in reading, and her memory became slightly — 


impaired. 


During the first months after admission — 
the patient sat: very still, with. little facial — 
expression, only her eyes moving freely. 


She did not speak spontaneously,. and an- 


swered questions with monosyllables. or 
short sentences. After from five to ten min- 


utes of conversation, the latent time before 


she answered was as great as two minutes. 
Although during these latent periods she was — 
almost motionless, she could indicate by Yes — 


and No that she had understood what. had 
been said. She later said that “the words 
were there, but they didn’t come,” but: did 


not seem to realize how slow. her reactions — 


had been: Her spontaneous movements were 


less restricted than her voluntary ones, — 


age 
‘ 
33 


which. often consisted. of several stages. 
There was an increased latent period in her 
reaction to pinprick, but when she-did re- 
move the insulted limb she did it. normally. 
_ She did- not react to sudden unexpected 
_ sounds, and the menace reflex was absent: 
: _ Her state could alter very rapidly—for ex- 
¥ - ample, during one interview she became for 


movement and expression. 
During this period other find- 
_ ings were: bilateral reduction of power in 
facial musculature, glabellar-tap phe- 
- nomenon, and absence of the gag and right 


, _ patellar reflexes. Cerebrospinal fluid con- 

7 _ tained 27 cells per mm, and 54 mg. protein 
_ per 100 ml. Air encephalography and verte- 

_ bral angiography were normal. 

The patient’s condition gradually im- 


_ ff proved over the course of several months. 
| _ Psyehologic testing at the beginning of 
_ hospitalization showed clear disorientation 
- in space, slight finger agnosia, dyscalculia, 
_ and slight reduction of memory and learn- 
_ ing power. About two months after admis- 
_ sion the space disorientation disappeared 
_ from one day to the next. In the latter part 


_ of the patient’s illness the signs of dementia 


- increased as her anomalies of speech and 
_ movement improved. A characteristic of her 
_ psychologic test results was their marked 
variability. 

_ Eight months after admission the anom- 
_ alies of speech and movement were still 
- present but in a very much decreased de- 
_ gree, and there were no longer any subjec- 
live disturbances. 


not discovered. 
: TRANCELIKE ATTACKS OCCURRING IN NARCOLEP- 
TICS 


‘Iti is well that patients with narco- 
— lepsy can suffer from attacks during which 
| they are able to hear what is said and can: 

| understand what is happening around them, 
- but cannot move (39, p. 1682). Sometimes 

4 there is loss of muscle tone, but this is by 


AKINETIC MUTISM _ 


some minutes nearly normal in 


and awareness. | 


no means invariable. The attacks are often 
of emotional origin, as, for example, the 


one described by Wilson in 1955 (39, p. 


1683): “A dramatic illustration is afforded 
by the case of a narcoleptic who was thrilled 


to see an old friend he had not met for 


years approaching him on the pavement, 


but just as he was on the point of stepping 


forward to greet him, the excitement of the 
moment rendered him speechless and para-— 
lysed, unable to stir a foot: the friend passed 
unheeding, to be lost in the crowd.” e 


SCHIZOPHRENIA, DEPRESSION, MANIA AND HYS- 
Akinetic mutism occurs most frequently — 
in association with these disorders. As Wil- 
hams (36) stated, it is “well known to 
the psychiatrist but ignored by others.” 
That there is a similar type of disturbance | 
ses both of established organic and — 
ychiatric origin is implied by Arieti 
, who points out that the catatonic type 
stupor “may at times be confused with 
.|.. akinetic mutism’’ (of organic origin). 
In 1959 Smith (32) published a survey of 
27 psychiatric patients who showed “both 
immobility and mutism with no sleepiness or — 
loss of consciousness.” There were no other 
abnormal neurologic signs. Smith stated that 
“in psychiatric practice, depressive and — 
catatonic stupor [he used the word stupor 
as a synonym for akinetic mutism] are by 
far the most common.” Further, he felt that 
the disturbances of movement and speech 


were the same in psychiatric cases and in 
those of proved organic origin. This paper 


also contains a survey of 


DISCUSSION 
All of the disturbances of speech ‘a 


movement emphasized in this review appear — 


to be variations of the same basic disorder: 
an inhibition of motor function comprising 
speech, movement and facial expression, 
but with preservation of sensory functions 
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VARIATIONS IN THE CLINICAL PICTURE 


Inhibition ranges in degree from almost 
total to so slight as to give an impression of 
merely hampering (8, 15, 38). 


_ In the severely inhibited states the ap- | 


pearance and movements of the eyes are 
often the only indication that the patient 
is aware of his surroundings (8, 9, 12, 15, 16, 


' 22, 38). If he answers questions he does so 


after a long latent time, and with monosyl- 
lables or short sentences and in a monoto- 
nous voice (8, 15-17, 21). Movements show 
a similar prolongation of the latent period 
(17, 33) : they are often slow, and sometimes 
are carried out in several phases (16, 17). 
The spontaneous activity may be less 
hampered than the voluntary (15, 17). 

Frequency of blinking may be. reduced 
and the menace reflex absent in the almost 
completely inhibited (15, 33) and in the 
partially inhibited (17) states. 

- Variation in the degree of inhibition can 
occur from one minute to the next (15-17, 
22, 38, 39). Duration of inhibition can be 
from minutes (16, 22, 39) to months (8, 15- 
17, 33, 38). 

The disease causing the inhibition obvi- 
ously determines which neurologic signs and 
symptoms occur in association with the 
disturbance of motor function. Cases may 
vary from those with very few obvious 
symptoms and signs (17, 39) to those with 
paresis, visual | 
hypersomnia, coma, hormonal disturbances 
and epileptic phenomena. Catatonia (7, 16, 


22, 33) and personality changes (21, 22, 33) - 


may be associated symptoms. 
When other neurologic symptoms and 
signs occur simultaneously they limit the ap- 


pearance of the disturbances of speech and 


movement. emphasized in this paper, so 
that the characteristic inhibition of motor 
function is obseured, sometimes scoops 

Some of the described had am- 
nesia for the periods of pronounced mhibi- 


urbances, disorientation, 


AXEL 


tion (8, ot Grotjahn (15) anc 


Steriade et al. (33) could remember much o. 


the period, and Williams (37) describec — 
_a patient who could remember what 


had occurred. 


-Mayer-Gross a al. (23) stated that schiz- 
ophrenic patients were often amnesic for mie 


catatonic-stupor state. 

. Several patients’ experiences of the pro- 
nounced inhibition have been described (15, 
17, 33, 34). Despite their awareness of their 
surroundings, they seemed to'be to some 
extent unaware of how inhibited they actu- 
ally were. Two papers (16, 17) give the pa- 
tients’ replies to direct questions as to why 
they took so long to answer; both stated 
that they knew the answers, that the words 
were eyed but just could not we — aloud. 


NOMENCLATURE 
The inhibition of motor anictieie de- 


scribed here is often considered to be a dis- _ 


turbance of consciousness (7, 9, 12, 22, 27, 
28). During the periods of inhibition, how- 


ever, the patients are aware of their sur- — 


roundings and may remember wae hap- 


‘Presumably the chief reason for describ- 


ing this disorder as'a disturbance of con- 


sciousness is the frequent appearance of hy- | 
persomnia and coma as associated symp- 


toms. Cairns himself (7) pointed out that, 
in lesions of the midbrain, diencephalon and 


third ventricle, the following conditions — 
. may develop: 


“1) coma with decerebrate 
rigidity; 2) hypersomnia; 3) akinetic mu- 


tism; 4) coma with hyperthermia: The © 


forms are Santenet, but one may pass mato 
another . . 
The term for the 


of speech and movement discussed here 
would be akinesis or hypokinesis, since there — 


does not, in principle, appear to be any 
difference between the disturbance of move- 
ment and that of speech. Grotjahn in 1936 


(15) used the expression “akinetischer Zus- — 
tande” ‘(akinetic conditions), and Boes- — 
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roem in 1936 6) called them “echte Akine- 
_ ie” (true akinesis). In 1957, under the gen- 
__ «ral heading of “Disorders of Motor Actions 
_..ta Higher Level,” Klein and Mayer-Gross 
- 18) described “lack of motor impulses” as 


- form of this expression— 
" (2, 9, 10, 12, 13, 17; 19, 22, 27, 33, 37, 39). 
- It is therefore suggested that it be used for 
_ all the variations of inhibition of motor 
_ function mentioned, despite the fact that it 
rather unduly emphasizes one 

inhibition of speech. 


okinesis, 


4 oubi in 1951 (38), however, the terms akinesis- 

and hypokinesis are used in the description 

of Parkinsonism, and since they are also 

used in the description of. other disorders 
they are not sufficiently specific to describe 
_the condition under discussion. 


In 1932 Hechst (16) called the 


ance “katatone Bewegungsstérungen” (cat- 
_ atonie disturbances of movement), because 
it may occur in patients with schizophrenia. 
But this expression is also inappropriate, 
in that the disturbances of speech. and 
_movement: occur in other diseases as well. 


Some authors use the word stupor (31, 


_ 32, 36, 38). Again this is an inappropriate . 
_ term, in that it is not sufficiently specific; 
_ it is used for conditions in which the patient 
is in coma or semicoma (20, 35), whereas 
_ the most important feature of the disturb- 
_ ance described here is the patients’ aware- 
_ ness of their surroundings. 


As was mentioned at the beginning of this 


§ paper, Cairns e¢ al. (8) introduced the term 
_ “akinetic or trance-like mutism.” Since then 
many authors have used the abbreviated 


“akinetic mutism” 


(Denny-Brown (11) used the expression 
“akinetic mute state” to describe a condi- 


| tion very different from that under diseus- 
: sion, one occurring in patients with severe 
_ destruction of the globus: pallidus. These 
_ patients are immobile in a position of gen- 
eral flexion of the limbs, with 
wrists and extended fingers.) | 


ical BETWEEN CLINICAL AND PATHO- 


LOGIC ASPECTS 
- In cases where other neurologic symp- 


toms and signs have been described (7, 8— 
10, 12, 19, 21, 22, 25, 33, 36-38) , the localiza- 


tions of the leaions: as indicated by them, 


appear to have in common the area includ- _ 


ing the mesencephalon and the region 


_around the third ventricle. Air encephalo- 


graphic findings as well as findings at oper- 
ation (8, 10, 15, 19) point to the same re- 
gions. 

In most of the cases coming to autopsy (9, 
12, 13, 15, 16, 21, 22, 25, 28, 36), the lesions 
have been described as being located in 
these regions. In two, however (9 Case 2, 
12), the only lesions found were in the pons. 
In one case the only lesion found in the 
brain was a small metastasis in the mid- 
line of the midbrain (36); in another, the 
only lesion was in the region around the 
aqueduct (28). 

In the two cases reported by Williams and 
Parsons-Smith (38), investigations using 
thalamic electrographs indicated that the 
lesions were apparently localized in the 


ascending reticular system. 


In 1959 Adametz and O’Leary (1). 
viewed the experimental literature on aki- _ 
netic mutism. They felt that lesions in the 
periaqueductal grey substance of cats could 


give rise to mutism, but not to akinesis and 
mutism. Other investigators (3-5, 29), how- 


ever, have produced akinesis and mutism in 
cats and monkeys by lesions in the peri- 
aqueductal grey matter. It is relevant to 
mention here Cairns’s (7) observation that 
mutism without akinesis can occur in third 
ventricular lesions in man. 

Adametz and O’Leary gave no explana- 


tion for these differing experimental find- 
ings, but it could well be a matter of the | 


extent and exact site of the lesion. 

The lesion which produces the actual dis- _ 
turbances is presumably of limited size. In . 
any event, akinetic mutism can occur in man _ 
in the presence of normal vertebral arteriog- — 
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raphy (17) and normal air encephalography 
(17, 38). The inhibition can be provoked 
by ventriculography and ventricular punc- 
ture in patients with tumors related to the 
third ventricle (15), and these measures 
presumably do not damage the brain to 
any great extent. Puncture of an epidermoid 
cyst localized in the third ventricle (8) can 
eause the inhibition. ‘to regress. 


HOW AKINETIC MUTISM MAY ARISE 


tism have retention of sensory functions as 
well as retained awareness. They are also 
able to move and speak if the inhibition of 
motor function is overcome or disappears. 
These facts indicate that the long motor 
and sensory pathways are relatively intact, 
and this suggestion is supported by the au- 
topsy findings described previously. Also, 
it would be difficult to explain the marked 
changes in the degree of motor inhibition 
as caused by lesions of these pathways. 
In 1954 Penfield and Jasper (27) de- 
seribéd “the centrencephalic system,” which 
is localized in the upper brain stem, the area 
in which, as is apparent from the cases de- 


- akinetic mutism to be caused by an “isc - 
lated paralysis of the centrencephalic sy:- 


tem 


On this theoretical basis, patients wit: 


akineti¢ mutism can be understood to be in- 


- hibited in their cortical motor function:, 


even though the lesions are localized to the 


area around the upper brain stem and th: 


cerebral cortex is not directly involved. 


The occurrence of akinetic mutism in 
« patients with psychiatric disorders may also 
As described, patients with akinetic mu- | 


be explained in the manner suggested by 
Penfield and Jasper (27). How this may 
happen is not known, but it is known that 
persons can become mute and paralyzed by 
strong emotional stimuli, and akinetic mu- 


tism has been so produced in patients with 


narcolepsy (39). 
The patient reported by Steriade et al. 


(33) developed, in addition to akinetic © 
mutism, a schizophrenic disorder presum- 


oe caused by the same sdinanaiok lesion. 


CASE REPORT 


The a daughter of a farmer, was 
born in 1939, the third of four siblings. De- 
livery was normal. There was no family 


scribed be, lesions may cause inhibition of* history of nervous or mental disorders. Her 


motor function. They defined this system as 
“that neurone system centering in the higher 
brain-stem which has been up to the pres- 
ent, or may be in the future, shown to have 
equal functional relationships with the two 
cerebral hemispheres, It forms the chief 
central ‘mechanism for various 
areas of cortex.” 

In his Sherrington Lecture i in 1958, Pen- 
field (26) stated: “Coordination and in- 
tegration within the centrencephalic sys- 
tem of the diencephalon, midbrain and pons 
(higher brain stem) provides the physical 
basis for what Hughlings Jackson called 
the highest level of functional representa- 
tion.” 

Although. Penfield bnd Jasper (27 ) and 
Penfield (26) did not discuss akinetic mu-~ 
tism in detail, they obviously considered 


motor and mental development had been 
entirely normal until the onset of the pres- 
ent complaint, and she had been healthy 


except for uncomplicated measles, pertussis 


and rubella. 

Seven months before diaaies. when the 
patient. was five and one-half years old, 
several members of the family suffered from 
a pyrexial illness diagnosed as “influenza.”’ 
At this time the patient. became ill with 


fever, followed one day later by repeated — 
vomiting and, after a further 36 hours, by | 
‘two or three generalized convulsions daily, 


preceded by a vague aura—‘Something 
came up inside me and made me feel so 
sad.” These convulsions recurred for four 


days, after which the patient apparently re- 
covered completely. However, there were 
five subsequent. recurrences of the fever, 
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- vomiting and convulsions, occurring one, 
_ two, three, six and seven months aes the 
first. 


During the last of these attacks the pa- 


tient was admitted to a local hospital (De- 
partment of Medicine, Herning Hospital) 
astate of acidosis following repeated vomit-_ 
ing. She had frequent tonic convulsions, and 
_ became increasingly unresponsive and hy- 
 potonic. Laboratory investigations revealed 


the presence of ketone bodies in the urine. 


_ There were mild acidemia and hypochlor- 


- emia. Blood sugar was normal. Cerebro- 


_ spinal fluid contained a normal number of 
- cells and normal protein. A diagnosis of 
acetonic vomiting was considered but, since 
_ the patient’s,condition was thought to be too 
_ severe to be due to this alone, she was trans- 


ferred to the Department of Neurology, 


: University of Arhus, for further investi- 
seemed aggravated when she felt und@ 


gation. 


: thin, dehydrated child in poor general con- 


Examination on pidridnsion revealed a 


_ dition. She lay quite motionless except: for 


her eyes, which moved to follow objects in 


action to painful stimuli was sluggish. No’ 


her surroundings (Figure 1). She did not 
speak or respond to ‘commands. Her re- 


-_eranial nerve palsies were observed, and the 


blink reflex was present. The tonus of trunk 
~ and limbs was markedly reduced (Figure 2) 
_ and the deep reflexes were sluggish. Plantar 
responses were normal. Ophthalmoscopic 


examination revealed an insignificant dif- 
ference in pupillary size; the reaction to 
light was normal, as were the fundi and the 


- movements of the eyes, with the exception of 
- upward rotation. The patient could not 


fixate close objects. 


Supplementary studies gave no evidence : 
of a space-occupying lesion. X-ray of the 


skull was normal. Repeated examination of 
the cerebrospinal fluid gave normal values 


for protein and cells. Fasting blood| sugar, 


77 mg. per 100 ml:; fasting spinal sugar, 57 


mg. per 100 ml. Percentile quotient, 74 (nor- 
mal range, 50-70 (24)). Two electroen-— 


547 


cephalograms were considered to be within © 
‘normal limits for the patient’s age. The © 
blood picture was normal on several oc- — 
casions; in particular, there was no leuko- 


cytosis. X-ray of the chest was normal. 
The patient remained in a state of almost 


complete immobility for several weeks. She _ 


would smile occasionally ‘but did not speak. 


She did not give the impression of being in 


pain, and there were no signs of meningism. 


She’had to be fed, and would take only 


fluids. She did not indicate her excretory — 
needs, but would micturate when placed on 


a bedpan. | 


STUDIES AND FURTHER OBSERVATIONS 


The patient would.blink when her:cornea_ 
was touched, but showed no fear réaction. — 
She did not blink on having a pen brought — 


to within 2 mm. of her eye. Her immobility 


rob- 


servation, or when invited to move, on 
some occasions she would move spontane- 
ously when she thought herself alone. When - 


offered an apple she would remain motion- 


less, and if it was placed in her hand she | 
would let it fall, but would open her mouth 


to be fed and to have her teeth brushed. 


When left.alone she would chew, and would | 


Bre. 1, Patient at time of hoepital admisron. 
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2: A and B. Illustrations of reduced 
; of trunk and limbs. 


even remove a bedpan after use, but never 
in the presence: of others. Although she | 
uttered no words she would occasionally — 


laugh aloud, and now and then would groan. 
She never sobbed or cried spontaneously. 
When her response to strong galvanic stimu- 


lation was tested, however, she finally : 
began to cry. Apart from this, she remained _ 
motionless, making no attempt to escape 


or even to withdraw the stimulated limb, 


despite visible lightening contractions of the — 
muscles. After this procedure her tendon — 


reflexes: were noticeably easier tg, elicit. 


COURSE 


to the Pediatric Department so that her — 


response to the’ presence of ‘other children | 


could be observed. There was, however, no 
immediate alteration in her behavior. The 
contrast between her watchful glance and 
motionless attitude was as marked in the 


presence of her contemporaries as it had > 


been in the adult ward. After she had 
thought herself unwatched, she might be 
found to have lifted her leg onto the bed- 
eover, or picked up a doll. Gradually a slow 
improvement was noticeable: she would 
. smile at the other children, and might take 
. @ eandy which had been placed on her bed- 
table; this would not happen immediately, 


but only after an interval of several min- _ 


utes, when the nurse had left the room. 


During the fourth week of her admission | 


the patient had a recurrence of the vomiting, — 


but the following week she sat up in bed, 
and from that time on her improvement was 
rapid. The hypotonia decreased and spon- 
taneous movement returned, accompanied 
by a-slight. tremor. By the seventh week 
after admission she was able to: walk ae 


short relapse with ‘was fol 


lowed by a persistent slight elevation of her : 
temperature, which lasted for some weeks. _ 
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this period the rate, 
--vhich had been normal on admission, in- 
sreased to. 79 mm./hr., and her blood pres- 
sure (90/60 on admission) rose to 125/100 
om. Hg. There was still no evidence of 
_ -aised intracranial pressure, and the electro- 
 ncephalogram remained normal. The pa- 
sient’s immobility did not. return to its 
_ former severity, but her reactions were char- 


4 acterized by long latent periods. She ap- 


_ peared to understand the commands given. 
- Her gait was slightly ataxic, and eae was 
some residual hypotonia. 


The patient was thought. to be slitting 


from an organic brain disorder, but the pos- 
sibility of a hysterical overlay was also con- 
_ sidered. This, however, was not suppor 
_ by investigation into her pre-morbid per- 
- sonality and family background. Seemingly 


_ she had always been a bright, good-natured, 


- and well-balanced child, with no evidence of 
_ behavior disturbances. .During her mother’s 
_ visits to the hospital she behaved in the 
same*manner as in’ the presence of others, 
_ but her more attentive expression seemed to 
_ indicate that she followed with interest the 
news from herhome. 


She was discharged from hospital three | ! 
was not entirely clear. She was nervous and — 


an and onié-hallf months after admission. 
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SUBSEQUENT PROGRESS i 
Four months after the other 


reported further improvement in her child’s | 
general motor activity, although it had not 
yet returned to its previous state. She re- 


mained mute for two months; thereafter her 
speech gradually returned, “as if she was — 
learning to talk all over again.” She reacted 


happily and excitedly when she said her first — 
‘words, and went on to practice speech — 
eagerly. At first she used a loud voice and 


scanning speech, talking very slowly. She 
gradually recollected events from before her | 
illness, but appeared to have amnesia for 
the first weeks thereof. . 

In December, 1960 (14 years after the | 
acute episode), in -answer to a written 
questionnaire, her mother said that about 


two years after discharge there had been a 


further episode of anorexia and vomiting, 
unaccompanied by pyrexia or ‘convulsions. 


Apart from this there had been no isolated 


episodes, but she had frequent respiratory | 
tract infe¢tions and pyelocystitis, as well as 
occasional general malaise and vomiting. 
There was some residual tremor of the hands 
(Figure 3}, especially after hard work, but 
she was able to do needlework. Her speech 


Fra. 3. Sample of sript (14 years after acute epivode), lutrating in 
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uncertain in unaccustomed situations, had 


few friends, and seemed to prefer to be 
alone. She appeared to have a considerable 
vocational handicap: within two years she 
had changed her position as an unqualified 
rural home-help three times. She was, how- 
ever, able to help her parents on the farm. 

With her mother’s reply the patient en- 
closed a letter which she concluded by re- 
ferring—quite uninvited, as far as the ques- 
tionnaire was concerned—to the strong 
galvanic current which had been used:in an 
attempt to stimulate motor activity: “The 
only things that I remember from my time 
in the hospital in Arhus were that blood was 
‘taken for tests, and that you used a machine 
that pricked and tickled to make me talk.” 


FOLLOW-UP STUDY 


In February, 1961, 15 years after her first 

stay in hospital, the patient was readmitted 
to the Department of Neurology, University 
of Arhus, for a follow-up study. She added 
to the information contained i in the written 
questionnaire the fact that she had occa- 
sional fainting attacks, which occurred 
only when she was standing—if she could 
lie down in time she did not faint, but a 
nauseated and dizzy. 

On examination the patient appeared to 
be a healthy young woman, with slightly 
slow speech and some difficulty in the pro- 
nunciation of unusual words. There seemed 
to be a slight aphasic disturbance. 

Psychologie and psychiatric investigation 
revealed that her intelligence was at the 
lower level of normal, and that she was 
somewhat immature and had an erty 
complex. 


‘There was slight hypotonia ; 
the finger-to-nose- test revealed a slight 
terminal tremor, and there was ataxia - 


when the patient described numbers in the 


air with her feet. Deep reflexes in the legs 


were véry weak. Electroencephalographic, 
neurotologic and ophthalmologic investiga- 
tions were normal. Erythrocyte sedimenta- 
tion rate, 7 mm./hr. Blood pressure, 110/80 


mm. Hg. Routine blood examinations an| 
electrocardiogram were normal. 
puncture, 30 mg. protein per 100 ml., 6 cell: 
per mm*, Adrenalin-liquor saccharum reac- 
tion (ALSR) (24), 0.013. (This is con-_ 


sidered to be an —" low. value.) 


SUMMARY OF CASE REPORT 


A girl, now 21 years of age, at sie | age of 


five and one-half had suffered from recur- 
rent episodes of convulsions, vomiting and 
fever. The illness had begun during an “in- 
fluenza” epidemic. She subsequently de- 


veloped a state of akinetic mutism which 


lasted for several weeks and disappeared 
gradually. Residual defects included slight 


mental impairment and slight pes in 


The condition af and almost — 


eomplete immobility which in this patient 
lasted for several weeks, the only constant 
sign of consciousness being in the expression 
and movement of her eyes, is characteristic 
of akinetic mutism. Her occasional complex 
spontaneous actions, especially when she 
thought herself unobserved, could indicate 
the presence of a hysterical reaction; on the 
other hand, nothing in her history suggested 


that she was a hysteric, nor did the results 


of psychologic testing at the age of 21 years. 
Similar spontaneous actions have been 


seribed by Grotjahn (15). Admittedly, 


spontaneous actions in his patients occurred 


also when they knew themselves to be ob- 
served, but it is possible that the emotional | 


reaction of our patient to the. knowledge 


that someone was watching her added to her — 
inhibition.. Organic neurologic disturbances 


are often worse when the patient is watched, 


and emotional factors can cause transient — 
attacks of akinetic in with 


narcolepsy: (39). 


As evidenced by the letter, am- 
nesia was not total, even for the periods — 


when the akinetic mutism was. most severe. 
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Ping this period there was loss of the men- 
ace reflex; later in the course of the disease, 


‘following a relapse with fever and vomiting, 


for a period of weeks there was an increased 
i: itent period for voluntary movements. 
Strikingly, the patient did not speak 
some two months after her movements 
had begun to return to normal. That to some 


extent she felt she must learn to speak from 
the beginning again suggests that there was 
also an aphasic disturbance. 


The patient did not recover completely. 


‘ Fifteen years after her first admission there — 

were slight generalized hypotonia, ataxia, 

‘organic tremor of the hands, problems with 
| the pronunciation of difficult words, and 
signs of slight mental impairment. 


The attacks of fever and vomiting, the 


raised sedimentation rate, together with the 
abnormal glucose percentile range (and the 
low ALSR found at follow-up examination 
(24)), and the neurologic signs; suggest an 
infectious process in the central nervous sys- 
tem. The etiology of this encephalitis 
remains unknown, but the simultaneous epi- - 
_ demic of “influénza” among the other mem- 


bers of the family suggests a viral infeetion. 


-Hypotonia, slight impairment of ocular 
- movement, ataxia and akinetic mutism in- 
dicate involvement of the brain stem; the 
_ aphasia and slight residual mental defect in- 
dicate that the were in- 


SUMMARY 
are cited from the 


_ disturbances of movement and speech simi- 
_ lar to those described by Cairns e¢ al. in 
1941.as akinetic or trancelike mutism. 
Similar anomalies of movement and 
speech have been described both before and 
_ since publication of the paper by Cairns 
- et al. They are found in patients with tu- 
mors related to the third ventricle, heman- 

- gioma of the mesencephalon and in and 
. around the third ventricle, basilar artery 


thrombosis, Wernicke’s encephalopathy, en- 
bullet wounds frontal 


re and narcolepsy; and also in patients 
with various psychiatric disorders: schizo- 
phrenia, mania, depression and hysteria. A 
few cases have been described where the 


etiology could not be verified. 


These case histories seem to indicate that — 
all of the disturbances of speech and move- 
ment mentioned are variations of the same 
basic disorder: an inhibition of motor func- 
tion, comprising speech, movement and 
facial expression, but with preservation of 


sensory functions and awareness. 


Variations occur: the patient may be al- 


most totally immobile and mute, or may 


have only a suggestion. of hampering of 
speech and movement. In the most inhibited 
states, the appearance and movements of 
the eyes may be the only indication that the 
patient is conscious. If he speaks, it is often 
only after a long latent period, and then 
with monosyllabic:-words or short. sentences, 


in @ monotonous voice. Movements are slow, | 


and may show a similar long latent period; _ 
the spontaneous activity» may be less ham- 
pered than the voluntary. 

_ Variations in the degree of inhibition may 
occur from one minute to the. next, and the 


inhibition may last for minutes or months. 


The associated neurologic symptoms also 
show great variety, and are sometimes so — 
pronounced as to obscure to some extent — 


the characteristic inhibition of motor func- 


tion. 

There is sometimes amnesia for the i 
riods of pronounced inhibition, but some pa- | 
tients have been able to remember what — 
happened even at these times. . : 

The patients’ experience of the inhibition © 


‘of speech seems to be that they know what 


they wish to say but that the words can- 
not be said aloud. They do not appear to — 
have a clear idea of how inhibited they 
actually are. : 

The various terms uséd by different au- 
thors in describing their cases are discussed. © 
Since many authors have adopted the term 
akinetic inutism, the suggestion is made that . 


this expression be used for all the varieties 
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of inhibition of motor function sebticnni in 
this paper. 

In cases showing otter symp- 
toms and signs, the localization of the le- 
sions they indicate appears to have in com- 
mon the mesencephalon and the region 
around the third ventricle. Autopsy and air 
encephalographic and operation findings 
seem to confirm that lesions in these areas 
can cause akinetic mutism. 

Penfield and Jasper’s description of the 
“centrencephalic system” is mentioned. 
These authors feel that akinetic mutism 
may be “an isolated paralysis of the cen- 
trencephalic system.” This theory can ex- 
plain how patients with akinetic mutism are 
inhibited in their cortieal motor functions 
despite the fact that the cerebral cortex: is 
directly involved. 

Development of akinetic mutism in pa- 
tients with psychiatric disorders may be ex- 
plained by a similar disturbance of the cen- 
trencephalic system produced by emotional 
stimuli. 

A ease of akinetic mutism in a five-and- 
one-half-year-old girl. is described. The 
condition lasted for several weeks. Follow- 
up examination 15 years later revealed re- 
sidual mental impairment, difficulty in ar- 
ticulation, and organic tremor. The etiology 


was thought to be encephalitis. 
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Mayer-Gross, W., SLATER, Exior anp 
Martin. Clinical Psychiatry. Williams 
& Wilkins, Baltimore, 1960. xx + 
704 pp., illus. $13 00, 

This textbook is one of the few seats 
continue to aim at genuine completeness i in 
surveying psychiatric diagnoses, etiology 
and treatment. Measured by these demand- 
ing standards, it is an excellent work, yield- 
ing a mine of information to the student. 

As is natural, any work of this magnitude 
has liabilities as well as assets. The strength 
of the authors lies in the spheres of diag- 
- nosis, clinical phenomena, physical and ge- 
netic etiology, and physical treatment. In 
these areas the book -is practically beyond 
reproach; illness after illness is discussed in 
an illuminating and interesting manner; 
each subject is put into good historical per- 
spective, and the student is provided with 
an optimal number of references. Particu- 
larly worthy of note is the splendid work 
’ done on the subject of mental deficiency; 
this topic, ordinarily a wasteland in a text- 
book, becomes in the hands of the authors as 
fascinating as a novel. The chapter on legal 
psychiatry is equally good, but unfortu- 


nately does not give sufficient information 


about the situation in the United States to 
be of much applicable value for students i in 
this country. 

On the debit side, one must recognize the 
inadequacy of this volume from the point 
_ of view of psychodynamic etiology and 
treatment. In the introductory sections the 
authors include a brief critique of psycho- 
analysis, and make mention of the import- 


ance of sociology and psychology. Through- 
out, however, the emphasis is clearly on the 


physiologic and genetic aspects of psychi- 
atry. Psychotherapeutic efforts are not 
ruled out, but one is left with the impres-_ 
sion that their success is dependent upon 


the ability of the psychiatrist to be “wise : 


and sympathetic,” rather than upon any 


knowledge or skill. The large body of liter: - 


ture concerning psychotherapy is neglecte.|. 


‘With this significant exception, Clinic: | 


- Psychiatry is a valuable addition to. the 


teaching armamentarium. Within certai. 


areas of psychiatry it is complete, scholarly 
and stimulating. One hopes that future edi- 
tions will cover the psychologic and socio- 


logic areas on the same high levels as are 


the and genetic areas. 
| Peter F. Regan 


SCHULTZ, Jouannes H. anp Lutue, Woir- 
GANG. Autogenic Training: A Psycho-- 


physiologic Approach in Psychother- 
apy. Grune and Stratton, London, ne00. 
xii + 289 pp., illus. $9.50 | 


This brief monograph is a re-edited trans-_ 


lation and interval literature report stem- 
ming from a book written by the senior 
author in 1932. According to Dr. Luthe’s 
preface, it brings to the English-reading 
audience a review of “one of the most 


widely applied psychotherapeutic methods 


in central Europe.” As such, it should pro- 
vide a poignantly disturbing as well as 
revealing experience .for the self-critical 
physician. The sections on methodology, 
clinical reports and research and theory 
contain no new scientific or clinical infor- 
mation. The book is nonetheless eloquent 


testimony to the insidious dangers of a 


cultist approach to the human being in pain 
and distress. It is an unintended documen- 
tary on the impatience of the physician to 


assume an active, didactic role in amelio- 
rating distress in his patients, as well as to — 


provide a rationale—however specious—for 
his therapeutic practices. It is also ample 
documentation of the vulnerability and 


pathologically intensified dependency needs _ 


of certain patients, of their readiness to 
“believe,” of their quest to be doing some- 


thing ordered and seemingly meaningful for 
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themselves under the duress of sympto- 
matic distress. In a sense, this is an ex- 
t:nded—if uncritical—report on the placebo 
e fect, which is an undeniably potent and 


\arvelously broad spectrum. What is new, 


however, is that the patient himself is first 
made the trainee-administrator and finally 
sIf-administrator of the placebo. The bond 
\ ith the physician ultimately becomes one 


- of faith only, though periodic evaluations 


ly the physician of the strength and en- 


durance of that faith are pre- 
scribed. 


In his scibpcdiahioes to this American edi- 


* ion, Dr. Schultz briefly traces the histori- 
cal origins of his system to studies of Oskar 
‘Vogt on autosuggestion dating back to the 


turn of the century. In his later, expanded 
studies of subjective experiences reported 


by patients during the development of hyp- 
notice states, Dr. Schultz was impressed by 
_the consistent reporting of feelings of heavi- 
“ness in the extremities, followed by sensa- 
tions of warmth. He soon discovered that 


similar subjective experiences could be 


impetus of the physician. From these origins 
he and his associates, colleagues and ‘‘dis- 


_iples” developed a broad range of standard 
autosuggestive formulae and meditative ex- 
ercises which were applied, with individu- 


ally tailored and largely trial-and-error 


modifications, to an impressively 
tient population. 


The volume is divided into three sel 


sections. Part. 1 (Method) describes in de- 


tail the attitudinal and concentration rit- 


_ uals which have been applied for the devel- 
- opment of feelings of heaviness, warmth, 
_ abdominal warmth, forehead cooling, and 
_ for cardiac and respiratory regulation 
_ (though not usually in this order) in the 
_ trainee or patient. A subsection describes a 
geries of “meditative exercises” for self-in- 
- duction of states of altered perception and 
- frank dissociation. Part 1 ends with a cata- 
logue: of “organ-specific” formulae related 
_ to common symptoms, and of so-called “in- 


“traimee” 
“mobilized” by autosuggestions under the 
approach and highlights one hazard in the 
procedure: 
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tentional formulae.” The latter are pre- 
sented as techniques of mental support for 
assisting the trainee toward greater self- 
control in such habit disturbances as 
smoking, alcoholism and overeating, or 
greater self-discipline in waking, studying 
and so on. A representative quotation will 
alert the clinician to the orientation he will 
encounter in this book: “From experimental 


and clinical observations, it is known that 


the functional effect of physiologically ori- 
ented formula (e.g., My right arm is warm) 
depends on and varies with the particular 


_ type of mental contact with the relevant 
part(s) of the body (e.g., the whole right 
arm). In:instances in which the trainee does 


not establish proper mental contact. with 


the part of the body indicated by the for- 


mula, inadequate, paradoxic, or no results 


will be obtained.” Translation from the 


German may occasion certain misunder- 
standings, but there are too many for such 
a simple explanation. The verbal report 
of the experience of one representative 
during the respiratory exercise - 
exemplifies the dissociative aspects of this 


“A feeling of warmth and a 
slight tingling flow through the whole body. © 
The mental picture is of the brain connected 
with the lungs. The brain is also contract- 
ing and expanding. There is a feeling of 
weightlessness and detachment, an imper- 
sonal relation to myself.”’ 

Part 2 (Chnical Applications) details 
therapeutic experiences amplified by oc- 
casional brief case reports and many frank 
testimonials, all of anecdotal nature and 
with no semblance of implied or stated con- 
trol of the presumed treatment procedures 
or effects. It is quite obvious from this sec- 
tion that autogenic training has been 
preached throughout Central Europe. The 
method has been applied in disorders of 
virtually every organ system, in painful 
states, in pregnancy and labor, in a wide 
spectrum of psychiatric disorders, in im- - 
pedimments of speech and in writer’s cramp. 


4 
* 
& 
4 
ig 
& 
z 
= q 


Clinical material is derived from a cited 
bibliography of 604 references, 14 in Eng- 
lish, the remainder from the Central and 
Western clinical periodical 
erature. 

Part 3 (Research Theory) 
_ changes in a variety of autonomic variables 
with shifting autosuggested states. Two 
glaring defects, among many, limit our 
confidence in-the stated correlations: 1) ab- 
sence of conscientious recording of spon- 
taneous variations unrelated to autosugges- 
tive manipulations over time, and 2) lack 
of differentiation of autonomic changes 
which might be expected to follow or ac- 
- company the voluntary postural and tonal 
status changes of the subject from those 
presumed to —_— from passive concentra- 
tion effects. 

This is in one particularly 
dangerous as a therapy manual; The rituals 
can readily be understood and taught by a 
person with no medical or scientific so- 
phistication. The exercises are incredibly 
naive in formulation and content, yet so 
specific that any literate or near-literate 
layman can incorporate them into a pseudo- 
scientific repertoire. Control of their ex- 
ploitation by unprincipled and untrained 
practitioners of the cultist “healing arts” 
in this country would be virtually impos- 
sible. For the legitimate clinician who is 
too easily enchanted with his therapeutic 
prowess, however, this report should bring 
a sobering lesson. To the extent that he can 
come to see his foibles and his weaknesses 
more clearly in. the sack a of this book, it 
has value. 


John i; | 


HALLMAN, Raton J. of 
ture: A Study of Alienation and Trag- 
edy. Philosophical sauna New York, 

1961. 262 pp. $4.75 

Whether this book is a contribution to 

the psychology of literature or merely a 


; 
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literary view of psychology is a ‘cielo L 
In the definitive work, Theory of Liter w- 
ture, Wellek: and Warren discuss the rel: - 
tionship of psychology to literature: “Ey 
‘psychology of literature,’” they state, “ve 
mean the psychological study of the write, 
as type and as individual, or the study of 
the creative process, or the study of tle 
psychological types and laws present 
within works of literature, or, finally ‘the 
effects of literature upon its readers (audi- 
ence psychology).” Hallman’s volume does 


not seem to be addressed to any of these . 


problems. Quite apart, therefore, from the 
substance of the work, 5 title is utterly 
misleading. 

The motif of this. book i is man’s “aliena- 
tion” from himself. This reviewer must 
confess, however, that throughout its read- 
ing he suffered from a sense of “alienation” 
from the book. 

Hallman’s thesis seems to be that primi- 
tive man, utilizing ritual magic. in lieu of 
logic, was essentially “integrated” with 
himself, if not with the external world. 
Gradually, through the evolution of speech 
and language, the development of intelli- 
gence, and his devotion to “toil,” man has 
lost his sense of identity. This has led to 


the Dionysian ritual, in which death and _ 


rebirth become a _ repetitive, symbolic 
need. This is the essence of tragedy, and 


the result of “alienation.” The purpose of 


a work of literature is “to transform the 


psychological need (to die) into an es- 


thetic necessity.” Although never explicitly 
stated, the tenor of the author’s statements 


seems to be that literature and tragedy are | 


synonymous, or perhaps that only tragic 


scrutiny. 


book raises basic 


questions. One is whether literature can be 


so. narrowly defined. The title suggests a 
scope for the work belied by the text. Lit- 

_erature in terms of the varieties of literary _ 
forms and their specific functions and psy- — 
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¢ fom meanings is nowhere discussed. 


Nor does Hallman’s bibliography indicate 


that eminent literary critics especially in- 


terested in the psychologic approach to lit- 


erature—for example, Lionel Trilling and 


idmund Wilson—have been consulted for 
their views. 

_ Another question has to do with the defi- 
ition of psychology and its limits. We are 
avell past the time when psychology was a 
subdivision of philosophy, and indistin- 
‘guishable from its methods and subject 
smatter. Hallman’s theses are philosophic 
speculations, and do not belong within any 
of the organized theoretical approaches to 
the problems of psychology as most psy- 
-chologists would understand them. Al- 
though he leans heavily on psychologic 
ideas and terminology, his understanding 
of them seems to be imprecise. This is par- 
ticularly striking when he turns to psycho- 
analytic theory to support some of his ar- 
_guments. Instances of this looseness with 
terms and concepts are numerous; the fol- 


- lowing will suffice as an illustration: ‘“Psy- 


choanalysis has it that suffering becomes 


most intense at that instant when we real- 
_ ize that our death wishes cannot furnish a 


resurgence of ourselves. It is at that mo- 


_ ment when, having been driven back into 
ourselves by the harshness and rigidity of 


_ reality, our own psychic forces drive us 


- forward again out of sheer terror of being 
Incestuously 
Power.” 


absorbed by the Mother 


This is not Kierkegaard or er al- 


i though some of the ideas have a faintly 
_ reminiscent quality. In searching for some 


. critic trying to convey to an uninitiated 
_ audience the subtleties of a contemporary 


metaphoric analogy with which to convey 
the author’s tone and approach, I was re- 
‘minded of the program notes of a music 


atonal composition. 


_.. From the point of view of a psychologist 
j there seems little to recommend this book. 
' The possibility cannot be overlooked, how- 
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cm that a literary critic might consider 


that its potential value has been under- 
estimated. 


Victor H. 


-Trosgan, F., ep. Current Problems in Pho- 


niatrics and Logopedics. Vol. 1. S. 
Karger, Basel/New York, xVili 


oo + 226 pp. sFr 38.— 


- This volume, an anthology on pee 
disorders and their treatment, was prepared 
to pay tribute to Professor Richard Luch- 
singer on his sixtieth birthday. Some of: the 
papers are written in German, some in 
French and some in English, but each has 
an English summary. 

The volume is dividéd into three sections, 


dealing with the physiologic, physical and « 


psychologic aspects of phoniatries and 
logopedics. There are 30 papers, of which 
15 treat the psychologic aspects and nine 
the physiologic. Most report on highly spe- 
cific aspects of problems in the field—for 


example, genetic studies of a specific dis- 


order, surgical procedures for a specific dis- 
order, stroboscopy vs. laryngoscopy for 


diagnosis, or self-perception of dyslalic er- | 


rors. Some are merely case reports. A few 
papers are less specific; among them, and 
of especial interest, are descriptions of the 
neurophysiology of the larynx, a survey of 
connections between neurology and speech 
therapy, and the socio-educational aspects 
of logopedies. There are no broad reviews 
or surveys of the field, and the editor has 
introduced no Ciotesstons, appraisals or 
summations. 

Any reviewer’s critique would necessar- 
ily be limited, since the volume covers so 
diverse a field. (This reviewer is a psychia- 
trist.) Three comments, however, seem in 


order. First, some of the papers, especially — 


in the first section, are impressive method- _ 
ologically, either becatise of the use of in- | 
gentous research tools, or because of sound- — 
ness oi design. Second, the velume is quite - 
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technical and specific, so that its use as a 
whole might be more appropriate for the 
reader already sophisticated in the field 
than as a textbook for the uninitiated. 
Third, coverage in the behavioral science 
field seems to be quite incomplete and, in 
spots, inadequate. For example, linguistics 
is discussed only in regard to broad areas 
of possible contribution to phoniatrics; 


ric nursing, and a brief but important one 
reviewing unsolved problems and spec- 
lating on future trends. 

Value judgments have been avoided, a1 d 


the authors’ observations are not colord 


by prejudice. Their dedication to purpo-e 
is evident throughout the report, as is tlie 
hard work that lies behind it. 


Henry P. Laughlin 


relevant areas of basic neurology, develop-_ 


mental psychology, communication and 
psychotherapy are omitted, and the whole 
subject of psychodynamics is dealt with 


only by a polemic. However, the book is 


marked “Volume 1,” so — these omis- 
sions will be corrected. 


Albert E. Scheflen 


Barton, WALTER E. FARRELL, Ma.coum 
LENEHAN, Frances T. AND MeLavau- 
LIN, F. Impressions of Euro- 
pean Psychiatry. American Psychiat- 
ric Association, Washington, 1961. x 
+ 129 pp. $4.00 

This concise, readable report on a six- 
week survey of psychiatric programs in six 

Western European countries will appeal to 


anyone who has traveled or plans to travel, 


and whose interest in psychiatry is not lim- 
ited by our national boundaries. 

The emphasis is on mental hospitals and 
their programs, with particular attention to 
services, hospital administration, oe 
and rehabilitation. 

Visits to 47 installations, and many con- 
ferences with informed personnel, gave the 
authors a valuable opportunity to compare 
findings and practices. 

Among the most interesting chapters are 
“Effects of the Open Door,” “Home Visits” 
(including accounts of many on which the 
authors accompanied the visiting psychia- 
trist), “Admission Policies,” “Training in 


Psychiatry,” Facilities,” 
“Therapeutic Philosophy” and / Programa 
and Progress in Research.” 


There i is an excellent chapter on psychiat- 


KOLLe, Ein Lehrbuch 
fur Studierende und Arzte. Georg 
Thieme, Stuttgart, 1961. xi + 418 pp., 
illus. DM 29.80 ($7.10) 

This new textbook of psychiatry was 
written by an experienced clinician and 
teacher. The presentation is clear, concise 
and sufficiently basic to be of value to the 
medical student and young physician. The 
psychiatrist will be impressed by the 
warmth and emphatic understanding the 


-author shows for his patients, which may 


be responsible for some of his therapeutic 
achievements. The numerous case histories 
illustrating the theoretical discussions are 


based on a vast experience in clinical and — 


forensic psychiatry. Throughout the book 
the author remains close to general medi- 
cine, emphasizing the need for thorough 
neurologic training of the young Psychia- 
trist. 

The text is divided into four parts: gen- 
eral psychiatry, special psychiatry, applied 
psychiatry and scientific psychiatry. The 
first two parts correspond to what in this 
country would be called basic and clinical 
psychiatry, and constitute the bulk of the 
book. The third part deals with treatment, 
mental hygiene and forensic psychiatry. 


In the final chapter, the history of psychia- 


try and research i in psychiatry are 


discussed. 

The book reads easily, almost like a 
novel, and is permeated by the iit 
devotion to the teaching of psychiatry and — 


| in general medicine. 


Irene L. Hitchman 


B 


x SHIPLEY, THORNE, ED. Classics in Psychol- | 


ogy. Philosophical Library, New York, 


4... 1961. xx + 1342 pp. $20.00 


_. Even in the more august universities in 
- his country a student still finds it possible 
-‘o complete an undergraduate program in 

ysychology and pursue graduate training 


10 the doctorate without ever reading a 


single word in the original of the giants 
_ who pioneered the science in the last hun- 
_ dred years and more. (Freud, with perhaps | 
one or two others, would stand as the ex- 
_eeption.) Thus there are more psycholo- 
gists than not whose passing awareness of 


the work of such significant figures as 


Wundt, Titchener, von Helmholtz and even 
_ James has been derived from compressions 


_ shorn of the sensitivity and vigor of the 


_ first writings; and equally, there are many 
_ psychiatrists who have not read Pinel, 
Charcot or Esquirol. 


It has in fact become almost traditional 


- in scientific education to by-pass the pri- 
source, to present historical back- 
_ ground and basic early contributions by 
~ means of the severely edited digest, the sim- 
_ plified recapitulation. Expediency and ef- 
- ficiency are the accepted rule of thumb; 
_ there is much to learn, and collections -of 
abridged readings smooth the way for the 
» learner, facilitating the elimination of re- 
dundancy and findings later disproved. 
_ (This latter is a common, and specious, ar- 


- gument against the primary ‘source.) There 
_ are many—and much used—collections of 
_ compressed readings in the field. Most. are 


- geared to undergraduate teaching, are of 
textbook size, and necessarily provide no 
_ more than a series of brief fragments. Some — 
 _(e.g., those of Garrett and of Dennis) have 
_ proved most useful. By and large, however, 
_ the tendency to keep the historical and the 
- original at some distance has made no con- 
tribution to the development of 
scholarship. - 


The present volume swims eee: this 


5 stream: it. provides, in the full, selections 
from leading psychologists and psychia- 
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trists of the last century and a half The 
book makes no salute to the banner of cap- 
sule scholarship; it is a substantial fours 
pound handful, presenting 49 papers by 38' 
authors in some 1340 closely printed pages. 
The shortest, James McK. Cattell’s first 
formal statement on mental measurement, 


reprinted from Mind (1890), takes up 12 | 


pages; the longest, William James's classic, 


“Stream of Thought” chapter taken from 


the 1890 edition of Principles of Psychol-— 


- ogy, covers 73 pages. Three of the essays— 


those by Herbart, Wertheimer and Wundt 
—have not previously been translated into 
English. (Wertheimer’s is the only article 
which has been substantially shortened in 
the interest of space.) In the introduction, 
the editor attempts to set the selections in 
historical perspective and reveals, some- 
what unnecessarily and at length, his own 
favorable bias toward Gestalt psychology. 
Eack selection is followed by a short vita 
and some references of historical impor- 
tance to the work of the writer. _ 


There can be no agreement as to what 


is “classic,” but it should be noted that 
these selections have been made with seem- 


-ing care, with an eye to representing basic _ 
positions of the writers., None is atypical, 


though many are not well known, and sev- 
eral have been taken from fairly rare 
sources. A number of the articles illumi- 
nate significant weaknesses in our knowl- 


edge of both people and events. The date _ 


of Pinel’s Grande Geste, as a single impor- 
tant instance, cannot be accurately deter- 
mined. 


The social scientist a whatever persua- — 


sion will find nourishment here. As random 


examples. only: The paper by Binet go 
‘Simon will be of considerable interest to 

the psychologic clinician; it is the 1905 de- — 

scription of the first tentative farm of the | 

intelligence test. Though later 

much modified, this early version is most — 


famous 


revealing of the problems that had to be 


defined and overcome. The Titchener selec- | 


tion is his 1898 reply to Caldwell’s highly | 
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critical review of the’ Outline of Psychol- 
ogy. One wonders how many present-day 
experimentalists have even a nodding ac- 
quaintance with this original and elegantly 
written statement of Titchener’s approach. 
Benjamin Rush is represented by a chapter 
from the first edition of his Medical In- 
quirtes and Observations. To read this 
physiologic investigation of “the diseases 
of the mind,” which came into print’ in 
1812, is to put bone and muscle on the ha- 
bitual characterization of the man as the 
pioneer of American psychiatry. 

_ . The price of the book undoubtedly will 
tend to consign it more to the library stack 
than to the personal bookshelf, and this is 
to be regretted. It is a worthwhile anthol- 
ogy, one which will ‘help the thoughtful © 
reader to place many of the important his- 
torical issues of psycliology in proper per- 
spective. Highly recommended. 


H. A. Robinson 
Dennis, WAYNE, CarTwricHT, Dorwin et al. 
Current Trends in Psychological The- 
ory. Univ. of Pittsburgh Press, Pitts- 
burgh, 1961. ix + 229 pp., illus. $6.00 


In 1947 the Department of Psychology at. 


the University of Pittsburgh began a series 
of yearly conferences dealing with current 
problems in psychology. The present volume 
contains the papers delivered at the tenth 
such conference. Three of the contributors 
(Wayne Dennis,“Dorwin Cartwright and 
E. Lowell Kelly) wrote about the changes 
in the ten years since the first. conference. 
The remaining contributors dealt with par- 
ticular problems in physiologic psychology, 
learning, thinking and personality. 
What can one say about so heterogeneous 
a collection of papers? Some are very good; 
some are surprisingly uninformative. Some 
hang together with the others; some stand 
in splendid isolation. Perhaps the best 
_ strategy is to deal with those that hang 
gether and then mention those that do not. 
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- Cartwright and Dennis give us rathe- 
gloomy pictures of the decade in psycholog:: 
between 1947 and 1957. Dennis present: 
rather convincing evidence that the re- 
search productivity of psychologists is goin;: 


down. Would anyone have thought so, n 
view of the publication lag in the journals’ 
Apparently it is so, and only the increase 
in the numbers of psychologists has pre- 
vented the absolute amount of research 
from declining. This reviewer is not ‘sure 
that Dennis provides altogether convincing 
reasons for this relative decline, but he does 
provide a clear warning about the scientific 
underpinnings of the professional activities 
of psychologists. 

Cartwright is less specific, but he implies 
that the head of steam that developed in 
social psychology immediately after the 
Second World Wer is gone. There is an 
increase in sophistication among social psy- 
chologists doing research, but these psy- 


chologists are less more cau-— 


tious. 

- Kelly, by contrast, is more optimiatic 
about clinical psychology. He is worried, 
however, lest clinical psychology get too far 
away from psychology as a whole. He wants 
less specialization in the Ph.D program in 
clinical. psychology, and he wants clinical 
psychologists to present ideas to other psy- 
chologists as well as to borrow from them. - 

_ ‘Three papers are concerned with. physio- 
logic psychology. To this reviewer (perhaps 
because he has not kept up with recent ad- 
vances in physiologic psychology), these 
were among the most interesting in the 
book. Very likely “however, the physiologic 
psychologist would find them old-hat. It is 
certain that Fisher, Rosensweig and Milner 
have produced new results far beyond what 
they presented in 1957. Fisher describes his 
extremely ingenious techniques for studying 
—the influence of chemical action on neural 


mechanisms and behavior. Rosensweig gives _ 


us a review, as of 1957, of the California 
lies on the correlation of brain cholin- 
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: ogterase and behavior. Milner presents a 


The two papers familiar 


; nformation. Skinner makes a plea for the 


xperimental study of human _ behavior. 


Much of what he says has been said be- 
fore. He is against mathematical models, 
_ introspection, common sense in psychology 
_and other bugaboos of positivism. Estes pre- 
_ sents us with some specific derivations from 
statistical learning theory. He makes. an 
_ extremely interesting beginning at deriving 
_eertain facts about drive from the same 
- mechanisms he uses to treat forgetting and 
_ distributional phenomena. 


For this reviewer, the most interesting 


item was the Newell and Simon paper on the 
_ simulation of human thought. These authors 
_ recommend a serious application of Turn- 
_ ing’s test, which provides a very stringent 
_ criterion for the computer analog of human 
_ thought. Kendler’s paper on problem solving 
_ will be very useful to people working on his 
- problems, but will probably be less interest- 
_ ing to the general student of human be- 
- havior than the Newell and Simon paper. 
_ It is interesting to speculate as to which 
_ approach will be ahead ten years from now, 
_ the experimental-theoretical program of 


_ Kendler or the simulation | program of New- 
_ ell and Simon. 


Mowrer is hopelessly difficult si: sum- 


_ marise, He is-all tied up in his attempt to 


_ make psychologic use of the concepts of sin, 
- expiation, guilt and remorse. Mowrer’s ideas 
- may well be important, but it seems likely 
_ that the paper presented here will be only a 


footnote. 


book, one to keep handy for idle leafing. 


Certain papers belong on the reference 
shelves, and undoubtedly. psychologists, 
physiologic psychologists and perhaps 
others will make such use of some of the 
individual 
Del 


healing; 


volume is called 
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FRANK, JEROME D. Persuasion and H ealing: 


Comparative Study of Psychother- 
apy. Johns Hopkins Press, Baltimore, | 
1961. xiv + 282 pp. $5.50 


This is not an easy volume to review 


iideatibs it touches on so many aspects of 


human culture: psychotherapy in gen- 
eral; psychotherapy in America; religious 
revivalism and thought reform; religious 
‘placebo effects; experimental 
work on persuasion; individual and group 
psychotherapy; traditional and modern 
concepts of hospital organization; inves- 
tigations of the relationships between 
changes in attitudes; and the relief of 
symptoms. 

To deal adequately with these com- 
plex issues, each chapter would have to 
be a monograph. This reviewer attributes 
many of the defects of the volume to the | 
condensation which results from trying 


to cover too much. The most glaring ex- _ 


ample of this is the fact that, although 
comparative 
study of psychotherapy,” there is no at- 
tempt to characterize either the differ- 
ences or the similarities among the vari- 


‘ous psychotherapies, nor to range them ~ 


into homogeneous groups. Yet it is im- | 
possible to make a comparative study of 
these processes unless they are first cate- 
gorized in some systematic fashion. Nor 
is there any systematic exposition of any 
single theoretical or technical school, or 
discussion of how either to control or to 
allow for the influence of the many con- 
current extrinsic economic and _ social 
variables which play a crucial role in all 
processes of therapy. I came away from 
a careful reading and re-reading of this 


volume feeling that there are grains of » 


truth in almost every word that is writ- — 
ten, but that these are buried in the gritty 
sands of unspoken a priori assumptions. | 
I make this criticism not only where I — 
disagree but equally where I agree, and - 
not only where Dr. Frank is ¢ritical but 


| 
| 
| 


a 
he 
] 
8. 
re- 
ch 
i 
t 
in 4 
he 
» 
> 
4 


562 


also where he praises, and whether his 
comments have to do with group therapy, 
individual therapy or analytical therapy. 

In this connection John Whitehorn’s 
foreword contains some sage advice, the 
implications of which come close to my 
own uneasiness. Whitehorn points out 
that in psychiatry we sometimes “per- 


form better than we understand.” While 


this can be true for a limited time, it can- 
not continue indefinitely. To perform 
better than we know is possible only in 
the early stages of a young science. In 
the end performance will flag unless un- 
derstanding catches up. One of the trage- 
dies of psychiatry arises out of the fact 
that precise knowledge continues to drag 
its feet. Therefore the state of affairs 
described by Whitehorn is not one | us 
to accept with complacency. 

Nor can one doubt the advisability of 


asking questions serially, as Whitehorn - 


suggests—but again we must add that we 
are forced sometimes to content ourselves 
with ~ having our questions left unan- 
swered. for decades. And during these long 
_ years we must guard against the impatience 
which so often leads us to make premature 
claims. Since this reviewer is constantly 
battling the premature claims of his fellow- 
therapists, he may perhaps be trusted to 


battle some of the premature claims ad- 
_. vaneed by the critics of psychotherapy. 


Dr. Whitehorn finally points out. that it 
is sometimes necessary to identify “common 
factors as steps towards the identification of 
significant differences.” Because the volume, 
in spite of its claim to be a comparative 
study, lacks any discussion of “significant 


_ differences,” but lumps them all together in 


an undifferentiated mass, this reviewer feels 
it necessary to reject this keynoting apology 
for one of the major omissions of the vol- 
ume. Is it in fact ever possible to “identify 
-eommon factors” without simultaneously 
recognizing differences? Or is it ever possi- 

ble to recognize differences without recog- 

nizing common elements? Must not any 


t 


certain recognition of either imply the con - 
current recognition of the other? This i; 
not an academic issue: for various reason : 


some people cannot accept the fact thai 
there are significant differences among peo- 


ples, among religions, among. cultures. 


among therapies. Therefore they have ti 


see and stress only the elements which mak: 
for similarities. For opposite idiosyncratic 
reasons, others cannot accept similarities 0: 
uniformities, but are forced by their own 
masked inner needs to emphasize and even 
to exaggerate unique features, or even the 
false appearances of uniqueness. Analysts 


are liable to this latter bias and, in their | 
obsession with uniqueness, often fail to rec- 
ognize that there are many elements in com- 


mon between psychoanalysis and that which 
others know and do. (As an example, your 
reviewer would single out the fact that 
much that is called ego-analysis is actually 


adroit, analytically-informed psychiatric: 


social work, which has always been carried 
out in intelligent psychotherapy by analyti- 
cally-minded non-analysts, but not under 


the high-sounding title of “ego-analysis.”) — 


On the other hand, non-analysts not infre- 
quently suffer from the opposite bias, 1.e., 


the tendency to minimize all differences 


among psychotherapeutic processes. This 
gives rise to a tenacious vagueness. These 
human frailties among psychiatrists in both 
camps lead the one to underestimate djf- 
ferences. and the other to overemphasize 
them. As theoreticians, investigators and 
reviewers, we have constantly to guard 
against such biases; but our varied and re- 
spective do not justify a 
missal of the real issues. 


Precisely here is where one of my tbe. 


difficulties arises. If we do not yet know 


enough about the intrinsic nature of any — 
one of the psychotherapies, then each must 


be studied objectively and in microscopic 


detail as a process, before any comparative | 


evaluations are attempted. While doing this _ 
we should not jeopardize or becloud our ob- 


jectivity, or distract ourselves from: basic | 
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issues by imposing premature value judg- 
‘ments as to what constitutes getting “bet- 
ter” or getting “worse.’’ We must first estab- 
_ lish satisfactory criteria for change in either 
direction before we can hope to identify 
what these various procedures have in com- 


mon, or how they differ one from another 


with respect to their capacity to alter the 
course of the neurotic process. This consid- 


eration leads me to wish that this book rep- 


resented the outcome of 25 years of dispas- 
sionate study of samples from films and 


tapes of every kind of psychotherapeutic 
procedure conducted by many different 


therapists, plus observations from behind 
_ one-way screens, plus Dr. Frank’s personal 
and sustained involvement in each of the 
various ‘psychotherapeutic processes him- 


self, with no axe to grind for or nce 


any one of them. 


Instead, this critical poche’ is by-passed 


with one debatable assumption: that the 
_ essence of all psychotherapy is an “attempt 
_ to heal by persuasion.” As a working hy- 
_ pothesis this could be a useful point of de- 
_ parture for such sustained observations as 
_ those listed above, for careful sampling and, 
_ finally, for precise experimentation. But it 
is indefensible to use it as a 
premise. 


My own experience leads me to a directly 


_ contradictory working hypothesis: that per- 
_ suasion is more often than not a psycho- 
- noxious contamination of the therapeutic 
_ process, one which arises largely out of the 
_ emotional vulnerability of the therapist 
_ when he finds himself confronted by in- 
_ timations of impending failure. One ‘can 
_ almost say that persuasion is a counterfeit 
- substitute for therapy, an impatient effort 
_ to find a short-cut to a simulation of health. 
_ We may fall back on persuasion when more 
exacting therapeutic goals elude us, or when 
_ we evade the challenge of attempting to 
_ achieve basic change, or when we are con- 
ff vineed that any attempt at basic change 
_ |} would be inadvisable or perhaps even cata- 


strophic for a patient. Persuasion is surely 
one of the important ingredients in legiti- 
mate palliative therapy. But to regard it as 
the core of psychotherapy itself is to beg 
the basic question by implying that. psy- 
chotherapy can never alter the etiologic 
processes which produce psychopathology. 
The descriptive definition by the late Aus- 
ten Fox Riggs comes much closer to the 


heart of the matter. He wrote that “psychb- 


therapy is the effort to heal a man through 
the medium of his own mind.” That. per- 
suasion may enter into any such effort is 
clear; but when its intrusion into the process 
is legitimate and. when. illegitimate, when 
it is psychonoxious and when it |is psycho- 
therapeutic, should be a matter of rigorous 
research, not of arbitrary assumption. 
_ Actually, this is an example of another 
defect which pervades the structure of the 
book, 1.e., jts failure to clarify the intimate — 
interplay between psychonoxious and psy- _ 
chotherapeutic influences in the course of | 
every form of psychotherapy, whether 
placebo or psychologic, whether religious re- 
vivalism or thought-reform, siete or 
non-analytic. | 
While it is of course true that this volume — 
is not designed for technicians in the field, 
it seems to me that even for the layman— 
and perhaps especially for the layman— 
precision in the use of conceptual tools is 
necessary. When writing for a mixed au- 
dience, partly technical and partly non- 
medical and non-technical, one must be 
careful not to omit a full exposition of the 


complexities of thefield. To slight these in 


an effort to clarify creates unrealistic ex- 
pectations, and makes healthy and creative 
differences of opinion among sincere and 
informed specialists appear to be trivial and 
immaterial, when in fact such differences of 
opinion provide the rich soil out of which — 

comes growth, and are an index of the _ 
struggle for maturity in the development of 
any science. I therefore find it difficult to 
be sympathetic with any tendency—even 
when I know it to be unintended—to 
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sweep difficulties under the rug, or to make 
that which is hard and complex in Raley 
appear to be easy and simple. 
Another example of this tendency to over- 
simplify complexities is found in the dis- 
cussion of organic illness. Here only the 
pain and stress of organic disease are men- 
tioned, when in fact the more remarkable 
and illuminating role of disease in psy- 
chopathology is the extent to which men can 
use organic conditions paradoxically to 
mask psychologic problems. The escape into 
euphoria which many women find in preg- 
nancy is an everyday example of this. I 


- almost wish that Dr. Frank had begun his 


studies of the process of “therapeutic” 
change by asking himself how it happens 


_ that a full-blown psychosis can temporarily 


become free of all symptomatology in the 
presence of organic pain or of organie dis- 
ease. Or he might have asked himself why 


symptoms sometimes disappear among neu-. 


rotics as well as psychotics during periods 
of physical pain or organic illness or ex- 
ternal stress (such as the London Blitz), 
only to reappear when the noxious somatic 
or external circumstances improve. Clearly, 
such fluctuations in the symptomatic mani- 
festations of the neurotic process, or in the 


disability and pain it imposes, or in the 


concurrent emotional ‘upheavals, do not 
imply basic shifts either toward greater 
health or toward deeper illness. No one 
would say that a patient was well merely 
because for a time he had shed his symp- 
toms. Such considerations as these would 
have led Dr. Frank to ask himself what 
role, if any, persuasicn plays here. 
Similarly regrettable for the exposition 
of these issues is the failure even to mention. 
the guilt-assuaging value of pain for the 
symptomatic relief of depression, and the 
more general fact that all organic disease 
can be used as a covering device, 2.e.; for 
the same psychologie and emotional pur- 
poses as any hysterical conversion symp- 


- We must avoid deceptive indices; any 


study of the efficacy of therapeutic inter. 
vention must include a study of all sucl 


spontaneous phenomenologic shifts as the. 


occur in nature, as they occur every nigh 


in Everyman’s dreams, or every day ir 


Everyman’s moods. It is against the back- 


ground of these spontaneous: symptomatic — 
shifts that the psychotherapeutic and psy- 


chonoxious processes must be studied. 
Therefore, these questions are basic to any 
exploration, whiether of the etiology of neu- 
rotic and psychotic disturbances, or of their 
therapy. 


This limitation in the pane of the | 


complex emotional and psychologic values 
of organic disease is paralleled by a failure 
even to mention what is perhaps the most 
important challenge with which psychologic 
illness confronts psychotherapy. In addition 
to the suffering that neuroses cause to pa- 
tients, most neuroses hurt other people even 


more than they hurt the patients them- — 


selves. Indeed, many people conceal their 


neurotic processes from themselves and 


from others for years. They function well 
at their jobs and do not suffer. That they 


will ultimately come to grief is inevitable, © 


but for long years everyone around the pa- 
tient may suffer—but not the patient him- 


self. This is a further reason why the: pa- 


tient’s own state of suffering or of comfort, 


his adjustment to work or. incapacity to 


work, are incomplete and misleading cri- 
teria of therapeutic results. As psychiatrists 
who hope some day to be able to prevent 
human tragedy, we cannot overlook the re- 
markable fact that some people can use a 
simulacrum of a healthy adjustment to 
mask latent processes of neurotic illness, 
which will erupt into manifest forms later 


in life. This is the typical story of the 


“campus hero,” who throughout his school 
years does well academically, socially and 


athletically—+.e., in both curricular and ex- 


tracurricular activities—yet shows, when he 


_ breaks‘down in the thirties, forties or fif- — 
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ties, that this earlier period of 
good adjustment was merely a successful 
_ mask. No sophisticated study of the psycho- 
_ therapeutic and psychonoxious processes in 
_ life can omit consideration of these subtly 
disguised manifestations of the netrotic 


"process. 


The discussion of placebo effects is simi- 


_ larly incomplete. Here my protest is against 
the tendency to generalize instead of to 
_ particularize. The significant lessons which 
_ ean be learned about psychotherapy from 
_ the study of the reactions to placebos would 
- come from detailed comparisons of the per- 
_ sonalities or conditions which secure relief 
_ from placebos with those which do not, 
_ what kinds of symptomatic disturbances are 
_ relieved by placebos and what esse to re- 
_ spond, and so on. 


It is difficult to summarize Dr. Frank’s 


_ attitude towards psychoanalysis. Scattered 
_ through the chapters are references to the 
_ challenges, the problems, the assets, the 
_ difficulties, the virtues and the vices of 
_ psychoanalysis, and to the many unsolved 
problems of analytic technique and train- 
_ ing. Nevertheless, in certain important pas- 
- sages Dr. Frank refers to the importance 
_ of the self-image and to the conflicts which 
_ can arise among conflicting self-images and 
- between the self-image and the image of 
_ others. Quite as analysts would, he also 
describes systems of self-images as “ezr- 
_ isting on various levels of consciousness.” In 
- slightly different terms, these are well es- 
_ tablished analytic concepts. In the Mey- 
_ erian tradition, Dr. Frank prefers his own 
_ words for the phenomena, or uses Hadley 
_ Cantrill’s term, “assumptive systems.” This, 
_. too, has its value—because the term is new 
- and relatively unfamiliar, and so for the 
momeht remains uncluttered by irrelevant 
and contradictory implications. Unhappily 


it will not remain unalloyed for long. As 


it gains in popularity it will suffer: the fate 
of most psychologic conceptual tools. 


Dr. Frank also writes of the therapeutic 


value of shifting from “unhealthy assump- 
tive systems” to healthier ones; but pre- 


healthy images (or “assumptive systems”’) 
is not explained. Nor is there any account 
of how such shifts are to be achieved. Yet 
this is certainly one of the nuclear prob- 


lems of all psychotherapies. We know that. 


where a distorted self-image has dominant 
unconscious determinants, mere reassurance 


cisely what he means by healthy and un- — 


and education do not achieve a lasting de- 


sirable change. Nor does success. Man did 


not have to wait for psychiatry to discover 


that success itself may turn to dust and 
ashes, or that success can be crowned by 
profound depression, panic, and even psy- 
chosis and suicide. Clearly neither “persua- 
sion,” nor verbal reassurance, nor the reas- 
surance of an effectively and successfully 
preductive life, nor the plaudits of one’s fel- 
lows, can eradicate these distorted and 
early-acquired images’of ourselves, or their 
destructive later manifestations in the neu- 
otic process. Unhappily, there is in this 


- book no discussion of the universality of this 


problem in the present state of human cul- 
ture, nor of its infinite capacity for damag- 


ing human life, nor of its relative tenacity ~ 
and resistance to change, even under the im- _ 
pact of different psychotherapeutic proce- 


dures, often including psychoanalysis itself. 
It is therefore not surprising that, in 
turning to Dr. Frank’s criticisms of psycho- 


analysis and of analytic procedure, tech- | 


nique and training, the reviewer finds him- 


self in an unstable equilibrium between | 


agreement and disagreement. As above, al- 


most no word that Dr. Frank writes is with- 


out its elements of validity. This is true of | 


his many gentle but perceptive and valid 
criticisms of analysis. What he omits is the 


fact that the limitations to which he alludes — 
are well known to analysts, that they are _ 


recognized and acknowledged, that they are 
the foeus of constant concern, and that they 


are being actively studied by analysts. Al- | 


though their correction is certainly not Dr. 
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Frank’s responsibility, it would seem to be 
his responsibility to recognize that rectifi- 
cation is by no means easy, that it will take 
long and difficult study, and that many ana- 
lysts are hard at work at the task. 

- Two chapters deal with investigations in 
which Dr. Frank himself has been involved. 
One is the chapter on the relationship be- 
tween symptom relief and attitude change. 
Here I find myself in deep trouble. As al- 
ready indicated, the major point of diver- 
‘gence is over the question of whether relief 
from subjective distress and/or improve- 
ment in functioning are accurate indicators 
of a therapeutic change. Is therapy ade- 
quately measured by symptomatic relief? 
Or is it a process which aims to eradicate 
underlying sources of difficulty? This ques- 
tion is not asked. Yet it involves a defini- 
tive differentiation! between sickness and 
health, and a definitive differentiation 
among psychonoxious, psychomasking and 
psychotherapeutic , processes. These 
lacking. 

Another on experimental 
deals with the role of persuasion. Here one 
finds references to data which are of basic 
significance—particularly to work which 
has demonstrated the role of subliminal, 
preconscious cues in all processes of com- 
munication among men. This is in line with 
recent developments in psychoanalytic re- 
search, and it is interesting to find this ex- 
perimental confirmation of it from non- 
analytic sources. One is surprised, however, 
to find no references to the searching experi- 
mental studies which are being actively car- 
ried on by several analysts (Fisher and 


others), or to a discussions of the 
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role of sublimigal cues in early develop- 
ment, in personality formation, in identifi- 
cation, and in transference phenomena, as 
well as in communication in general. - 
Many confusions have their origins in a 
misunderstanding of relationship be- 
tween persuasion and the goals of psycho- 
therapy. (Note that I stress here not; its 
achievements but its goals.) Among these 


confusions have been the writings and the — 


talk about its relationship to brain-washing. 
This might best be called the Argument for 
Guilt by Loose Analogy. I refer to this here, 


~ not because Dr. Frank makes much of it or 


misuses it, as many others have done, but 
because his inclusion of it at all gives this 
shoddy argument’ a gloss of scientific re- 


spectability it does not deserve (cf. edi-— 
torial, 133: 281-282). 


Finally, I must comment on the bibli- 


ographic omissions. There is no reference to — 


Lewin and Ross’s critical and. scholarly 
survey of psychoanalytic education in this 
country conducted for the American Psy- 
choanalytic Association. There is no ref- 
erence to the embryonic work of the Central 
Fact-Gathering Committee of the same As- 
sociation. ‘Furthermore, only early editions 
are mentioned of books that have been ex- 


tensively revised and rewritten in the inter- 


vening decades. 


No mention is made of the effort of the 
Berlin Psychoanalytic Institute to evaluate 


psychoanalytic psychotherapy after its first 
ten years of existence. (This was published 
in 1930; it was understandably naive, but it 
was a significant start.) Since then, in the 
American literature alone, many publica- 


tions have dealt with the problems of © 


research in the field of psychiatry and psy- 
choanalysis, and specifically with thé ex- 
traordinarily complex problems of evalua- 
tion of all therapeutic results in psychiatry. 


Most of the discussions of these probleris 


were by panels instigated by analysts but 
including representatives from all relevant 
aspects of behavioral science. They explored 
the formidable technical and statistical diffi- 


culties of carrying out such studies, without, 
minimizing them or offering oversimplified 


solutions. Out of them have come such im- 
portant new developments in methodology 
as the systematic use of tape and film to 


record data for the microscopic study of 


adequate samples (Shakow and Cohen, 
Renneker, Kubie, Cornelison, Redlich, Gill, 


and others). None of these developments — 
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has as yet solved all technical difficulties, 
and none has been in use long enough to 


yield definitive answers.. We can expect 
_ them to bear fruit over the next 25 years. 
Not. to refer to any of these studies, even 
- unintentionally, will have the effect of con- 
- firming\in the minds of some readers the 
- notion that analysts are indifferent to these 
_ problems. The same omissions may also 
tend to reinforce the widespread blindness 
- to the complexities of the technical prob- 
_ lems which must be overcome before such 
_ studies ean hope to have definitive value. 
_. There are those who say, “But you have | 
_ to begin somewhere.” 
_ course,” but the place to begin is at the be- 
- ginning, not at the end. This means that 
we must begin, not by reporting results 
_ based on ad hoc value judgments and sup- 
ported by unproved methods, but by an un- 
sparing study of the technical difficulties 
- that must first be surmounted. The lack of 
_ this is the crucial fallacy in the spirit and 
eontent ott this volume. 


The answer is, “Of 


S. Kubie. 


Quasren, J. H. anp M. J. 


_ The Chemistry of Brain Metabolism in 
_ Health and Disgase. (Monograph, 
_. American Lectuf€ Series.) Thomas, 
Springfield, Illinois, 1961. xi + 170 pp., 
illus. $6.50 


_. The question, Is there such a field as 
- neurochemistry and, if it exists, does it have 
_ any bearing on the problems that concern 
_ me?; is often asked these days by physi- 
ologists, neurologists, psychiatrists, biolo- 


gists, endocrinologists, psychologists and 
others. Those who do not have either suffi- 


cient time or the necessary detailed back- 


ground to evaluate the data available in 


: individual articles and in sizable volumes 


treating special aspects of neurochemistry 


_ answers to the above question. 
_ Written as a brief survey cf some of the 
__ highlights of the subject, the book obviously 


was not planned for an audience interested [ 


in a textbook, or in a book containing a 


detailed survey of some of the aspects of | 


the field. (The senior author is one of the 


a survey that is a masterful combination of 


the various aspects of the field. Basic meta- _ 


bolic events are discussed in a framework 
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editors of just such a book, the second - 
edition of Neurochemistry, which will ap- — 
pear shortly.) | 

In the 124 pages of text, the 524 references — 
and the detailed index, the authors achieve 


of the fuller understanding of metabolic de- | 


fects that underlie clinical symptoms, and 
data obtained with isolated systems are 


skillfully combined to point to in vivo meta- _ 
bolic events and to the possible action of | 
drugs. Without further involving the reader 


in detail, but with the help of carefully | 


chosen examples, the authors demonstrate | 
the working of basic mechanisms i in health 
disease. 
_. Perhaps the only addition this reviewer — 
pier wish for is a brief summary, at the . 


end of each chapter. It is true-that, by 


summarizing the subject covered in a chap- 


evaluating the field today, or pointing out 
the most likely advances, assure that the 
reader does not get lost in the forest of facts 
but finds a path he can explore in the future. 
This may be ngeessary in the present vol- 
ume because of the probably large propor- 


tion of “uninitiated” among its readers, and — 


because space limitations do not permit the 


ter, an author is forced to make simplifica- _ 
\tions, or perhaps to make the conclusions — 
appear firmer than they would be, based on — 
the\not yet completely available facts. For — 
this reason, the hesitation of the authors — 
to add. too much interpretation is under- 


standable. However, critical statements 


authors to go into enough detail on any — 


of the subjects to enable the reader to draw 


his own conclusions from the data presented. — 
_ In'the limited space available the authors | 


have managed to touch upon many subjects 


and to arrive at what is from many points | 
of view a well balanced book. Since we know 
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comparatively more about cerebral energy 
metabolism, this is dealt with in greater de- 
tail. As,in the other chapters, energy me- 
tabolism is discussed from the point of view 


of such basic metabolic pathways as gly-_ 


colysis, the alternate pathway of glucose 
oxidation and oxidative phosphorylation, 
clinically detectable disorders like diabetic 
coma, and such altered in vivo or in vitro 

metabolism as the effects of glucose dep- 
rivation on mental function, synaptic trans- 
mission and so on. | 


Nutritional deficiencies such as pellagra | 


and beriberi form a chapter, as does a dis- 
cussion of permeability and transport phe- 
nomena, including something on permea- 
bility changes in poisoning or convulsions. 
There’ is a discussion of amino acid me- 
tabolism—for example, decarboxylation and 
‘incorporation into proteins—under normal 
conditions and also in such cerebral dys- 
functions as phenylketonuria. Amine me- 
tabolism is presented more from the factual 
than the speculative angle, and lipid me- 
tabdlism from the point of view of bio- 
chemical aspects of lipidosis. A short sec- 
’ tion deals with the action of such drugs 
as alcohol and chlorpromazine on brain 
metabolism, and the volume closes with dis- 
cussions of the biochemical aspects of schiz- 
ophrenia and of mental defect. 

Most of the references cited in the bibli- 
ography are original articles, but the au- 
thors also note most of the important sum- 
maries covering the pertinent points. The 
view of the authors, and probably of most 
neurochemists—that the majority of psy- 
chiatric and neurologic disturbances are 
caused by conditions altering cerebral me- 
tabolism, energetics or transport—is clearly 
put across. If the interested reader of the 
book-goes beyond this volume to further his 
studies and interests, the authors have ac- 
complished an important task—imdeed, 
filled & gap. 
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the Symbolic Processes. Wiley, New 


York, 1960. xiii + 473 pp., illus. $8.50 


As the body was to Victorianism, so was 
the mind to early behaviorism: a shameful, 
somehow corrupt thing, not befitting a 


proper science, and reserved for strictly 


private discussion. The only decent topics 
of conversation concerned observable stim- 
uli and responses, and the established con- 


- nections between them. To learn was merely 


to acquire a heightened reflexive tendency 


(a habit) to repeat a previous response in 


the presence of an original stimulus (and 
drive). Rewards (reinforcements) strength- 
ened such tendencies; punishments weak- 
ened them. Anticipation, thought, meaning, 
decision, with their mitrospective 
were all taboo words. 

But behaviorism could not long continue 
to deny the obvious complexity in behav- 
ioral determination, and with the passing 
generations has come a tendency to be 


, More open about the inner organism. A 


certain primness persists, however, for the 
new behaviorists feel compelled to cloak in- 
ternal processes with the respectability of 
stimulus-response garb. Thus, miniature 
(fractionated) responses have been con- 
ceived as serving as symbols of past events, 


and as providing a basis for “cognitive” in-, 


tervention between present stimuli and ter- 
minal responses. Nevertheless, there is 
something of merit here. The attempt to 
subsume both peripheral and symbolic ac- 


tivity within a parsimonious conceptual | 
structure and, in so doing, to account for [ 


the acquisition of cognitive elements is in- 
deed a laudable aim and deserves to sd 
taken seriously. 

A distinguished behaviorist does 
it seriously, but yet is willing to discuss 
thinking in cognitive terms, is Dr. 0. Hobart 
Mowrer, past President of the American 
Psychological Association and recent au-- 
thor of two imposing volumes, Learning 
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: and the Symbolic Processes (the second the 
subject of the present review). In the two 
works Dr. Mowrer brings to a elimax his 


_own defection (begun some 15 years earlier) 
trom radical behaviorism. In the process he 
converges with criticisms of neo-behavior- 


sm, currently being aired by cognitively 


sriented psychologists. These critics; for 


one thing, decry the internalization of re- 


sponse language. (They wonder why, for 


example, implicit chewing responses are 


grated visual, 
_ “images” thereof. ) More importantly, the 
_ two-step chain—from external situation to 


more viable symbols of food than redinte- 
olfactory or gustatory 


symbolic response to peripheral responise— 


seems to them as rigidly deterministic as 
_ the “single-stage” S-R model, so that they 
still have difficulty squaring this type of 
analysis with subjective experiences of 
- search, choice and decision in behavior. 


The behaviorists have replied that their 


adherence to stimulus-response connection- 
_ ism renders them capable of accounting for 
action without resort to a deus ex machina 
of chooser, planner or decision-maker; In 
_ this they hit a sore spot which has plagued 
_ cognitive theory ever since Guthrie leveled 
his famous -jibe at Tolman for leaving ‘the 
_ rat “buried in thought”: for if an organism. 
_ learns cognitions rather than reflexive re- 
_ sponse tendencies, how exactly does it get 
- from such cognitions to appropriate actions? 
- Mowrer’s two volumes, at their deepest 
' level, comprise an extended theoretical od- 
yssey directed at the solution of 
lem. 


Perhaps because his reaction as SR 


- theory was catalyzed by a concern with 
-. avoidance-learning and its emotional con- 
gequences; Mowrer’s first. volume concen- 
_ trates more on the dynamics than on the 
mechanics of action, i.c., on why rather than 
_ how the organism does what it does. There 
_ he seeks to establish a mediational resultant 
of learning which will provide attractive 
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turns neither to fractional moter responses 
nor. to imagery, but to implicit. emotional 
responses—specifically, hope and fear. 
These he claims become conditioned (con- 
nected) in learning both to independent en- 
vironmental stimuli (thereby accounting for 
approach and avoidance of places) and 
to response-correlated kinesthetic stimuli 
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(thereby explaining facilitation and inhibi- _ 


tion of action). All learning, then, is emo- 


tional conditioning, and acquired habits are 


not reflexive but voluntary actions, initiated 


to reactivate the positive emotion (hope) 
previously eonnected to motoric 
stimuli. 

~ The choice of emotional mediators, how- 


ever, leaves Mowrer. with a twofold de- 


ficiency, because it accounts neither on the 
one hand for how the organism goes, nor on 


the other hand for how it knows. (We. 


learn, after all, not only that apples are 


good to eat but also that they grow on 


trees and occasionally harbor worms.) In- 


deed, Mowrer’s own conception of action 


forces the cognitive issue: if the organism 
has the capacity to reproduce formerly re- 
warded responses, then it must necessarily 


‘be able to arouse within itself some symbol - 
or model of them (and of their accompany-— 


ing stimuli) to guide its efforts. Mowrer 
recognizes this problem, but defers its dis- 


havior are focal. 


Mowrer actually launches his second vols | 


ume with less sense of insufficiency than 
the above would imply. His initial intent 
js to test the scope of the dynamic position 
presented in the earlier work—one gets 
the impression of a decided reluctance to 
abandon the primacy of a valuative over a 


cognitive system. For example, he obviously | 


still leans to the emotional side in Chapter 
II, where: he concludes the discussion of 
latent learning (learning without respond- 
ing) with the speculation that there may be 
different levels of mediation: emotions con- 
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~eussion for the later book, where the ques- 
tions of cognition and selectivity in be- 
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570 | 
order”; 
pure stimulus acts (to which emotions have 
already been conditioned), “second order” 
mediators; and “purely mental” (cogmtive) 
surrogates for pure-stimulus acts’”—images, 
words—‘third order” mediators. 

In his analysis of meaning (Chapter V), 
however, Mowrer inverts this emphasis, al- 
beit somewhat hesitantly. Here he faces the 
question of what the mediating reaction 
might be which underlies the meaning of a 
word. He recognizes that conditioned emo- 
tional responses cannot carry all of mean- 


ing, since meaning is as much denotative 
(and cognitive) as emotional. (Indeed, in | 


traditional linguistic analyses, emotional 
meaning is not morapcener: to be meaning at 
all.) 


To shoulder the burden of denotative 
meaning, Mowrer opts for an attenuated | 
sensory (imaginal) over an attenuated re- 


sponse mediator. According to this view, in 
the early experience of a child, when a 
particular word, ¢.g., ball, is paired ‘with 
a ball object, the auditory stimulus is con- 
ditioned to the stimulus complex, visual, 


tactile, auditory and so on, which consti- . 


tutes the experience of the physical ball. 
On subsequent occasions, when the auditory 
sign alone is heard, a replica or “image” 
of this stimulus complex is associatively 
aroused, so that the child comprehends the 
referential meaning of the word. 

This concession to imagery inevitably 
shifts the balance of Mowrer’s learning 
theory from valuation to cognition, for his 
position now contains two kinds of con- 
ditioning, “emotional” for motivation, and 
_ “{maginal” for cognition, which a com- 

mitment to parsimony cannot tolerate. 
Thus, Mowrer takes a second look at the 


_. conditioning process itself and, in a highly 


significant footnote (p. 171), postulates that 
all conditioning may in the final analysis 
be imaginal; emotional conditioning would 
be a derivat.ve form in the sense that a 
conditioned stimulus does not acquire the 
capacity to produce an emotional response 


chrectly, ‘anther indirectly, by arousin 
an image of the unconditioned stimulu 3 
to which the emotional response is alread: 


-connected. In this half-page footnote, Mow. 


rer comes nearly full circle to Tolman’; 
cognitive learning theory (or at least to 
the systematic elaboration of it proposed by 
MacCorquodale and Meehl). 


The convergence with Tolman is further 


underscored when Mowrer returns to the 


problem of response selection, left. unre- 


solved in Volume I. Here he concludes, as 

one might expect, that the ability to re- 
produce a rewarded action on a subsequent 
occasion is based on the arousal of an image 
of this action and of its attendant feedback 
stimuli. But this solution leads Mowrer 


to the more fundamental question of image _ 
selection, 1.e., how does the appropriate im- — 


age arise or, as he puts it, “. . . in the case of 


a human being confronted by a particular 
problem, why do relevant, rather’ than 
purely random symbols ‘occur’ to him?” | 
. He considers a few possibilities, but seems 
_to favor the notion that images of action 
as well as images of goals may be con-.' 
ditioned to drives, so that when a drive is 


subsequently reactivated the appropriate 
behavioral and goal images are also aroused 


(and since thege images are conditioned to 


hope, the organism is placed into “ more or 
less appropriate action’’). | 

- Here, then, is a striking eee with 
Talmiin’ is SRS expectancy formula: Mowrer 


accuses Tolman of leaving the dynamic or 


motivating element out of this picture, but 
certainly, in MacCorquodale and Meehl’s 


treatment of Cathexis, Need Strength and 


Valence, this feature is very much in evi- 


dence, although, to be sure, they have not 
been so specific as Mowrer about the nature 
of reinforcement. 


Be that as it may, Maines: like 


si other cognitive theorists before him, is 
still faced with the how of action (1.e., how — 


we get from images of goals and actions to 
actual behavior). He rather explicitly as- 


sumes 4 supra-ordinate level of chooser or 
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- decision-maker—he is most intent on pre- 
_ serving at least a subjective free will within 
an otherwise determinate system—but pro- 
_ vides no systematic discussion of how this 
_ level gets organized, or of how motives are 
_ primed within it (what might be called the 
_ question of motive selection). His treatment 
- of the mechanism of action leans rather 
_ heavily on error-actuated cybernetic feed- 
_ back models. Mowrer quotes extensively 
_ from a recent monograph by Powers, Clark 
_ and McFarland (1960), wherein a hierarchic 


assembly of feedback is 


: : with higher systems ‘setting “reference 


levels ” (goals) for lower systems. He con- 
jectures that the image of an action as well 


: as the image of positive emotions connected 
_ to this action’s stimuli would constitute ref- — 
_ erence levels against. which the act is con- 


tinually monitored, The cyberneticist’s: ma- 


chine, however, has a built-in lead which 


carries reference-input discrepancy signals 
directly to its motor output. How, in a liv- 
ing organism, does this sort of error-signal, 
regarded as a cognitive event, get translated 
into appropriate action? If one is to ac- 
count for action in other than a reflexive 


(one- or two-stage) way, another activation 


principle is needed, which Mowrer doesnot 
supply. (The same questions were handled 
almost identically by Miller, Galanter and 
Pribram in their book, Plans and the: Struc- 
ture of Behavior, published in 1960 by 
Henry Holt, New York. ) 

‘When we move from action to scimitlon, 
where Mowrer’s system differs termino- 
logically more than substantively from the 
current two-stage behaviorist position, it is 
to be expected that he does not add ma- 
terially to what has already emanated from 


_. that source. Consider, for example, Mowrer’s 


rather extended treatment of word meaning. 
To those conversant with the literature, 


| it is apparent that Mowrer’s analysis of 


meaning is quite similar to Osgood’s, neo- 
behaviorist analysis, except that Mowrer 


substitutes fractional “sensation” for .Os- 
_ good’s fractional “response.” Since both con- 
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structs are regarded as implicit central re- 


actions, and since both play an identical 


functional role in each system, it would — 


seem fruitless to argue about who is more 
nearly correct here. Moreover, as Brown 


pointed out in his book, Words and Things | 


(published in 1958 by The Free Press, | 


Glencoe, Illinois), both positions face more — 


serious problems in accounting, on the 
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one hand, for the meaning of abstract terms | 


(where the reference encompasses a range 
of very dissimilar specific objects), and, on | 


the other, for the meaning of relational 
terms (both concrete and abstract). 


_ Mowrer does not address himself to either — 


of these problems, but the nucleus of an an- © 


swer to the question of generic concepts is | 


contained in his mechanism of higher order | 


conditioning via sentences. This might pro- 


vide a vehicle for the accretion of a diver- _ 


sity. of subordinate specific images to a 
(Staats at- 
tempted such an analysis in his paper, | 
“Verbal habit-families, concepts and the | 


single superordinate term. 


operant conditioning of word classes,” pub- | 
lished in the Psychological Review, Vol. 68, | 
pp. 190-204, 1961.) However, the essential 

meaning of an abstract concept (7.e., what — 


has traditionally been called -‘‘connotative” 


or cognitive meaning) would undoubtedly | 


_be mediated not by some sort of abstract or — 
composite image, but by other linguistic © 


mediators which have already been condi- — 


tioned to more specific images. (Herein may ~ 
lie the answer to Brown’s critique of psy- — 


chologie theories of meaning. ) 


The mediator for relational terms has not 
yet been systematically discussed by psy- — 


chologists. By virtue of the “transposition” 


experiments, we know that lower organisms © 


can respond to relations in size, intensity 


and brightness, so that certain differences — 
between closely presented images are natu- — 
rally discriminated and mediated. Razran — 
has recently argued (“The observable un- — 
conscious and the inferable conscious in cur-  . 
rent Soviet psychophysiology: Interceptive © 
conditioning, semantic conditioning,’ and 
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the orienting reflex,” published in the Psy- 
chological Review, Vol. 68, pp. 81-147, 
1961) that proprioceptive stimulation, 
_ which accompanies orienting reactions to 
conditioned stimuli, may provide the basis 
for a “suprasensory” coding of more formal 
properties of stimulation, such as “sequence, 
number, intensity and duration ratios, 
rhythm, proximity, similarity,” etc.; all of 
which are patently mvolved in relational 
discrimination. These’ factors are currently 
being explored by Russian psychologists in 
“configural’”’ conditioning experiments, but 
this is still very much open territory. - 

- Although it is these kinds of issues that 
_ a fully developed cognitive theory must ul- 
timately encompass, one cannot belabor 
Mowrer for not going deeper than he did. 
In this book he is more interested in the 
breadth of material his theory can accom- 
modate, and he does indeed range broadly. 
His text extends from language and mean- 


ing to such diverse topics as statistical 
theory (the viability of which as a method 


of causative inference he questions) and 
guilt: (where an illuminating analysis based 
on the mediated fear of being abandoned 
by a heretofore nurturant parent is pre- 
sented). There are also penetrating discus- 
sions of a propaedeutic nature, particularly 
those concerned with chance, causation and 
probability (the last | including a cogent 


ally emerges. A co 


of the knotty issue of 


vs. matching in probabilistic learning). 


-Mowrer brings an encyclopedic back- 
ground to bear on all these topics. His acute — 


awareness of the interpenetration of histori- 
eal themes gives the book a strong dialectic 
tone (which tends to become excessive’ in 
the frequent insertions of quotations anc 
counterpointing footnotes). If, however, one 
stays with Mowrer as he poses thesis and 
counterthesis, a provocative synthesis -usu- 
cise theoretical summary 
of the first volume is presented in Chapter I 
of the present. work. One hopes that Mowrer 
will do the same for his current position (in 
an introduction to a third volume?). 
The present monograph is further testa- 


- ment to the coming of age of behaviorism. 
In confronting its new outlook with more 
than heretofore - considered, © 


complexity 
Mowrer has no doubt accelerated its matu- 
ration. The work, and the critique it is sure 
to arouse, converge with a swelling current 


which contains the potential of a full scien-: 


tific understanding of almost every facet of 
human behavior. Psychologists and those in 
related disciplines are well advised to pay 
attention to this dialogue, and might 

tably begin with a of 


Mowrer’s text 
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